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THAT BACKBONE 


The Presidential Address, delivered on Wednesday, 13th October, 1954, at the 
Seventy-Sixth Session of the Bristol Medico-Chirurgical Society 


BY 
A. GORDON HERON, M.B., CH.B. 


The Bristol Medico-Chirurgical Society is an old, distinguished and learned society, 
enhanced in its close association with the University and the Teaching Hospital, and I 
must thank you for accepting me as President for the coming year, because this is a 
very great honour indeed. 

But I must confess, once and for all, that I feel quite inadequate, and entirely un- 
deserving of this high honour which has been bestowed upon me. I can assure you, 
however, that I will serve the Society to the utmost of my ability. 

And now, what have you got? 

In trying to find out what I had to give you I have discovered that I am a G.P., 
and very little else. Also sad to admit, what our Secretary said has a bitter spice 
of truth, I am one of the oldest G.P.s in this area. There are still fortunately, a 
goodly number of genuine elders, wise, cultured, and supreme, from their growth in the 
basic calm of the early years of the century. But I, like many of the rest of you, was both 
fortunate and unfortunate in having dropped on my youthful shoulders, the mantle of 
the lost generation—those elder brothers of ours who went to war, and of whom, so 
pitifully few came back, or, if they did, were in many cases, too shocked and unsettled 
in their minds to undertake their intended vocations. 

On 11th November, 1918, I was at school, attempting to combine the Classics with 
preliminary training as a machine-gun target. T'wo days later I was a first-year medical 
student at the University. On 29th February, 1924, I qualified. Next day I was locum 
house surgeon to Mr. Carwardine at Bristol Royal Infirmary. On 1st April, I was a 
house physician, and on 1st October resident obstetrical officer and “Gynae” house 
surgeon. In March, 1925, there was a pandemic of influenza, and my father asked if I 
could possibly be relieved to help him. On 17th March at 3 p.m. I was in the Greig- 
Smith Theatre, and at 4 p.m. I was a general i eee in consultation w ith a physi- 
cian over a case of status asthmaticus. Sometime in June I started on a year’s introduc- 
tion in general practice with that delightful man, Dr. Freddie Mayes—a year of very 
valuable and necessary education. 

On 24th June, 1926, I got married, and on 12th July began practice on my own. And 
then there followed seemingly in rapid succession: getting started, getting going, the 
war, and the National Health Service. So that when I look back, and when Dr. Tryon 
said “why not talk about one of your hobbies?” I had little difficulty in coming to a 
conclusion that really I haven’t any. I have plenty of interests but I am a “specialist” 
in nothing; just a general practitioner of a number of things. If there is one thing to 
which I have perhaps given a more than average amount of time and interest it is to 
medical politics, though whether to any useful purpose it would be difficult to say. So I 
have decided—not without a great deal of anxious thought—to stick to my last, to risk 
being very dull and commonplace, and to talk to you about ‘“‘General Practice’. 

I have been encouraged to do this because several of you have expressed a hope that 
[ would, and because I hope to be able to kindle in each one of you an active interest 
in some ideas—in this city of ours so sensibly indistinguishable from ideals!—for the 
positive health and efficiency of the Body Medical. 

The title I have chosen for my ramblings is “That Backbone”. If politics enter in 
[am unrepentant, because they will be the intrinsic politics of the profession, to which 
[doubt very much if we are giving sufficient thought—certainly not dynamic thought 
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—towards the efficiency and well-being of the profession as a whole, which means 
and it is important always to remember this—the well-being of the patient, the whole 
patient—a matter which is the constant aim and object of good general practice. 

Professor Geoffrey Jefferson has written “The Sick Person is a whole of incalculable 
diversity, and the future teaching and practice of medicine must be built as firmly upon 
this fact as upon the detailed complexity of scientific knowledge.” That perhaps ex- 
presses my main theme. 

I am going to look back for a while in order to view some of the trends that have 
led up to the present, and also to discuss some misapprehensions. 

I grew up in an atmosphere of general practice. My father practised in Bristol for 
fifty-three years. My grandfather was a country practitioner in Northern Ireland, and 
for many years coroner for the south half of County Down. He had a very pleasant life 
as a doctor-farmer, but he worked steadily and lived thriftily till the age of eighty- 
three. My father began as an assistant in Totterdown, for three years, and then * put 
up his plate’ in a developing area. After another five years he was able ‘ proudly’ to 
open a bank account—a year after I was born. ‘Those were days of fierce, and some- 
times bitter, competition, when a man was envied if he acquired appointment to a 
“club,” a sort of benefit society, which paid anything from 2s. 6d. to 4s. od. per mem- 
ber, per annum, for which the Doctor undertook to provide attendance and medicine. 
For many years my fathe indeed it was the rule in general practice—had consul- 
ting hours from g-10, 2-3 and 6-8, every day of the week, and at 9 a.m. on Sunday. 
There were no half-days nor free week-ends. Until he was forty-four he did all his visit- 
ing on a bicycle except for the occasional hire of a brougham during a winter epidemic. 

In 1912 an inquiry was made by the Government into the earnings of general prac- 
titioners in six towns (selected by agreement with the British Medical Association). 
The books of 225 doctors were examined and the average income was £493 per annum, 
and represented every kind of medical service rendered, included every section of the 
local population, and worked out at 4s. 3d. per head. Although they could not see it at 
the time there is no gainsaying that the National Health Insurance Act was a godsend 
to general practitioners. For the first time they received a regular and not unreasonable 
payment for a class of patient from whom previously they had little, if anything at all. 
But wives and children were still to be precluded for another thirty-six years. It is 
interesting to note that at that time Dr. John Burns, President of the Local Government 
Board, was being pressed by his medical advisers to introduce a National Health 
Service linking up the public health work of local authorities with specialist and 
general medical practice. 

But Mr. Burns hesitated and Mr. Lloyd George, that master of expediency, jumped 
in. 

During that period round the turn of the century medical knowledge, which had 
begun a slow advance, gathered its ever-increasing momentum, resulting in a steadil\ 
growing requirement for hospital and specialist services. The Public Health medical 
services were initiated. It is interesting to note today that the first of these measures 
was “The Education (Provision of Meals) Act of 1906”, and that the British Medical 
Association was active in pressing for the establishment of a school medical service. 
The Maternity and Child Welfare Act did not come until 1918. It has become the 
fashion in some quarters to state that these developments became necessary largel\ 
owing to the shortcomings of general practice. But how those poorly paid, single- 
handed, doctors could have been expected to go into action, unasked and free of 
charge, to deal with problems which, to begin with, were at best only dimly perceived, 
it is difficult to imagine. The truth is that the first Act was directly occasioned by 
the public concern over the so-called “C 3” population revealed by the medical exam- 
ination of recruits for the South African war, and subsequent developments were 
stimulated by resuscitation of that concern, for the same reason, in the First World 
War. The maternity measures probably arose, partly owing to the same jolts to public 

expediency and conscience, and partly to the gradual relaxation of the false modesty 
of Victorian conventions, the falling birth-rate, and advance in knowledge. Convention 
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decreed that the young married woman, when pregnant, passed into “‘an interesting 
condition’, not to be revealed even to the family doctor until a few weeks before his 
attendance was likely to be required. 

Playfair, a recognized authority in his time—he had a probe you will remember!— 
published his book on midwifery in 1898. In this book there are only two paragraphs 
concerning the maintenance of normal health in pregnancy, mainly directed to the 
control of constipation, and the value of proper corsets. There are also these two sen- 
tences—‘‘It is often sufficiently easy to recognize a pelvic presentation by abdominal 
examination—if we have occasion to make one...” and again “‘... it rarely happens 
that deformities of the pelvis, except the gravest kind, are suspected before labour has 
actually commenced.” 

Advances in knowledge often germinate in curious ways. In 1g00 Dr. Haig Ferguson 
of Edinburgh supervised the health of the inmates of a pre-maternity rescue home, and 
was so impressed with the normality of the girls’ pregnancies and the fine condition of 
their babies, that he persuaded the Royal Maternity Hospital to offer similar super- 
vision to their pregnant married women by means of an out-patients’ clinic. ‘The 
entrance to this clinic had to be arranged from an unfrequented side street, and great 
consideration given to the ladies’ modesty in putting up an unobtrusive and discreetly 
worded direction-board. 

J. W. Ballantyne, a colleague of Haig Ferguson, tookover the management of this ante- 
natal clinic—the first in the country—and in 1go1 a bed in the hospital was endowed 
for the study of diseases of pregnancy. Here then is one example of a simple begin- 
ning of a great social and medical advance, emanating solely from the clinical observa- 
tion of an active mind. That development in this field was slow is not at all surprising 
considering the jungle of atavistic reaction that had to be cleared away. I am sure that 
a majority of general practitioners were not backward in trying to adopt these new ideas 
as soon as they became aware of them, but it cannot have been easy. Even in the earlier 
years of my own practice, my motives were impugned on several occasions by militant 
mothers, who made it quite obvious that unnecessary and uncalled for indecencies 
were being inflicted on their daughters. A fault which the general practitioner does 
have is, in fact, rather the opposite—an over-eagerness to venture upon a new idea, 
or method of treatment, without first giving it sufficient consideration or critical inquiry. 
This is, however, easy to understand because he has to live with his patients, he has to 
try to deliver the goods, he sees the failures and disasters; and he is all too conscious of 
the gaps in his armoury, and is constantly hoping to fill them. And it is worth 
remembering that in such ways a number of great advances have come from gen- 
eral practice. 

Jenner recognized the relationship between smallpox and cowpox. Withering ob- 
served the diuretic effect of the foxglove leaf. Charles Turner Thackrah, a general prac- 
titioner in Leeds, became interested in the health of the working people, and in 1824 
began intensive inquiries into the causes of disease and death among them. Perhaps 
the best illustration of the rangé of his work is depicted in the title of his book—The 
Effects of the Principal Arts, Trades, and Professions, and of Civic States and Habits of 
Living, on Health and Longevity: and suggestions for the removal of many of the Agents 
which produce disease, and shorten the Duration of Life. This book was published in 1831, 
and was the first comprehensive work of its kind in English. His untimely death, two 
years later, at the age of thirty-seven, has been described by Sir John Simon, as re- 
tarding the progress of industrial medicine for half a century. The careful observation 
and deductive reasoning of Bristol’s own doctor, William Budd, established in pre- 
Pasteurian days the main facts about the spread of cholera and typhoid. And perhaps 
the greatest of all, was Dr. James Mackenzie, of Burnley, who after many years of care- 
ful and searching clinical observations, in the course of a very busy industrial prac- 
tice, revolutionized the whole conception of heart disease. Had he not lived, I wonder 
should we still be condemning our missed beats and our innocent murmurs to bed 
tor three months, and then to a life of invalidism, and letting others, without objec- 
tive signs, die? Probably not. But it is salutary to remember that this greatest of doctors 
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did not come to London until 1906, did not publish his book till 1908, and died only 
twenty-nine years ago. And to me, the most inspiring scene of all, is of Dr. Mac- 
kenzie, a self-made man if ever there was one, in 1918, at the age of sixty-five, slipping 
quietly away from Harley Street, abandoning the £8,000 a year consulting fees, to 
return to general practice; Why? Because he wanted to be able to study again the 
earliest symptoms of disease, because he wanted to be able to say to Mr. Smith and 
Mrs. Jones, ‘“‘How do you feel?” 

That these things are still possible can be seen in the work of Dr. W. N. Pickles, a 
country doctor in Wensleydale, who in the early thirties, by carefully collected observa- 
tions established the fact that catarrhal jaundice is an infectious disease. Also, in 
anaesthetics, for at least two generations we have led the world, and until 1948, the 
great majority of anaesthetists were general practitioners. 

In lesser things some of the usages and customs of general practitioners which have 
been the subject of magisterial rebuke or amusement have not always proved so wrong. 
I was taught that the diagnosis of gastritis for which general practitioners were so 
addicted to giving certificates, only revealed their ignorance, because such a condition 
did not exist—until the invention of the gastroscope. I was taught that the custom ot 
my father and his contemporaries of giving two drachms of extract. Ergot. liq., post 
partum, and leaving another dose on the mantlepiece, was entirely useless because the 
liquid extract contained neither of the alcohol-soluble active principles. Some years 
later water-soluble Ergometrine was discovered, the most potent of them all. I was 
taught that the prescription of digitalis by General Practitioners for cases of cardiac 
weakness was indefensible—almost criminal—because digitalis could only be useful in 
auricular fibrillation. Only in recent years has it been proved scientifically that digit- 
alis has a direct action on the myocardium. I am not decrying my teachers, I owe them 
too much. Just those were the accepted theories at that time. 

But it does show that even in this modern world of science, the art of clinical obsery- 
ation is still of prime importance. It still happens that one year’s scientific asseveration 
is sometimes contradicted with equal authority in the next. 

It is perhaps significant that during the inter-war years, with the bright exception of 
Dr. William Pickles, standing almost alone, general practice produced little of distinc- 
tion. And that may seem curious considering that it was during that period that 
general practitioners probably achieved their highest standing and financial reward. 

That earnings, even then, though better comparative with preceding years, were still 
not generous, was shown in the statement of the Spens’ Committee that according to 
their estimation general practitioners had been underpaid for an unknown number of 
years prior to 1939. 

During the war years there was a definite diminution of income, and when th 
National Health Service came, those of us who were in rural or suburban smeeiiien 
were reduced still further. 

The Danckwerts’ award has brought the level up to something more like a living 
wage, There seems however to be an idea abroad amongst some members of the pro- 
fession that Danckwerts has brought wealth to general practitioners. I regret that such 
is not the case. Do not forget that the general practitioner has to pay for everything 
except prescription and certificate pads, and that even the Treasury agreed two years 
ago that, on the average, 38-7 per cent. of his earnings are absorbed in practice ex- 
penses. 

In my own partnership these expenses have risen by over 50 per cent. since 1945. 
So that I, for one, am still very glad of two or three small additional jobs, with the help 
of which I think I can just about break even with 1939, but I am having to work h: srdet 
and longer to do so. 

But it was during that inter-war period that the dislocation of the “‘ Backbone”? from 


the Body Medical began to make itself apparent, and was greatly and abruptly aggra- 


vated by the more rigid compartmenting of the various branches, introduced by the 
National Health Service, and the emphasis placed by the Act on the Hospital Service. 
When I started in general practice it was still possible to continue most of th 
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methods of investigation and treatment which had been learned in one’s hospital train- 
ing. It was only necessary, in the main, to seek help in cases of difficult diagnosis or 
where surgery was needed. It was possible, more or less, to keep up with advances, by 
contact with consultants, by reading, and by attending meetings of societies such as 
this. But the speed of progress accelerated greatly, and especially so during the war 
years when the opportunity and ability for keeping up were considerably diminished. 
(Also new specialities branched off.) So that the general practitioner developed some- 
thing of an inferiority complex, and also found himself with the added anxiety of hav- 
ing to select the right specialist. 

During the same time the kind of work done in hospital has diverged more and more 
from the kind of work done in general practice. Even when I began the change was 
discomfiting. From having been resident obstetric officer and acting senior resident 
officer, and consequently, lord of all I surveyed, and thus acquired an overweening 
self-confidence, I found myself trembling on patients’ doorsteps. Could I recognize a 
case of measles and, if so, what to do about it? How to treat this impatient business 
man with influenza, and was I sure it was only influenza? How to advise that young 
mother on infant feeding? Whooping-cough—what did I know about w hooping cough? 
Convulsions?—save us! Had this valuable child got tonsillitis or might it not be diph- 
theria? So that I was often very glad and grateful to be able to run home to Daddy— 
literally. Oh, what a fall was there! Today an embryo general practitioner, on leaving 
hospital, is a fish out of water indeed, and is bound to suffer accordingly. He knows 
little or nothing about general practice, and may never even have seen or spoken to a 
general practitioner, he feels cut off from much of what he had become capable, 
because many of his accustomed aids to diagnosis, and treatment techniques, are 
difficult—if not impossible—to carry out in the surgery or in the home, and kitchen- 
table operations are hardly justifiable under modern standards. 

The trauma of this sudden severance may be considerable, and although he will 
achieve some recovery in discovering that there is much useful and interesting work to 
be done, and should find that he has attained a position of friendly esteem and regard, 
he may well continue to harbour feelings of frustration, of sterilization of acquired 
ability, of wastage of much of his elaborate training. 

Contrary to some opinion, I do not believe that overworked word “‘status’’ comes 
into this picture. General practice did lose popular status in the early years of the 
Health Service but I think that, in the main, it has been regained. 

The National Health Service found the hospitals understaffed at all levels, and still 
suffering severely from other post-war difficulties. Consequently for some years it 
became almost impossible to get patients admitted to hospital. And they were often 
discharged, or sometimes died, without any information being sent to the doctor. 
These things made people angry and distrustful. Hadn’t Mr. Bevan made his irrespon- 
sible trumpeting of “‘come and get it?” Ergo—it must be there. Hadn’t the general 
practitioners been the ones w ho had fought longest and loudest against the Heaith 
Service? They just weren't trying. It must be all their fault. But gradually over the 
years, things have improved. There is once more reasonable understanding and good- 
will between registrars and housemen on the one hand and general practitioners on the 
other. And the Public have for the most part, discovered what they and their doctors 
are up against—that the Hospital Service cannot even now fulfil Mr. Bevan’s turgid 
promises. So that if any section of the National Health Service has fallen short in the 
eyes of the public it is the consultant and hospital services. 

In general practice the number of people who have chosen to revert to private practice 
must be infinitesimal. I myself can think of only one. Whereas, the number of those 
who began as private patients in July, 1948, and have since transferred to the Service, 
is quite considerable. On the other hand it would appear that an increasing number ot 
people are, in effect, contracting out of the hospital service by joining one or other of the 
various provident associations scattered throughout the country, in an effort to insure 
private consultant and nursing home facilities for themselves and their families. 

The biggest of these associations, the British United Provident, increased its 
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membership by 9,700 in 1951, 24,700 in 1952, 36,000 in 1953. The Western Provident 
Association which is centred in Bristol, and is a comparatively recent foundation, had 
370 new members in 1951, 630 in 1952, 1,570 in 1953, and already in the first six 
months of this year 1,360—more than seven every day. And these units represent 
families more often than single individuals. The annual premium varies from {3 55. 
to £13. There is of course no income tax relief. A direct comparison of this state of 
affairs with that in general practice would not be fair because people will naturally tend 
to insure against the major disaster and the devil they don’t know. Nevertheless this 
is scarcely the grand vision of the National Health Service. It is true that we have 
gradually achieved a certain degree of order in chaos, but it is still chaos. What it 
means is simply that the consultants with their registrars, house-officers, and other 
ancillary help, cannot cope in the hospitals with the needs of the populace. And the 
chaos does not rest there. It is in the profession itself. The Ministry, with a book of 
tables and slide-rule in front of them, and the Treasury behind, state that there are 
not enough consultant appointments for all the senior registrars, so that some of them 
must go. But if they go, who is going to do their work? Chaos will be still worse. And 
where are they to go to? General practice? But general practitioners do not want to 
recruit from disappointed men, however brilliant they may be, compelled by artificial 
circumstances to leave their chosen path with its vista of a promised land, along which 
they have laboured so long—to leave this, for a job they do not want to do, and for 
which they are not equipped. And now, apparently, it is becoming difficult to recruit 
senior house-officers because the young men are seeing the red light further up the 
ladder. 

A sorry state of affairs indeed. Consultants are, many of them, worried; registrars 
anxious and unhappy; prospective house-officers frightened away, and many of the 

younger general practitioners frustrated and discontented. The older ones have either 
resigned themselves to work out their time, or, if they feel for and believe in their voca- 
tion as I do, are irritated by its present state, and disturbed about its future prospect. 

There is surely absolute justification for this general anxiety. Whereas if the present 
course of drift continues, the hospitals, when thay have shed their surplus registrars, 
may achieve some sort of modus vivendi, one cannot imagine that it will be for the 
better; certainly it will do nothing to help the case of the registrars, nor the separation 
of general practice, with the gradual deterioration that is almost bound to result. 

It is necessary to consider what general practice is, and does, in order to decide how 
serious the situation may be, and how imperative the necessity for action, because 
there are members and, it would sometimes seem, sections, of the profession who 
have talked of general practice as being ineffectual, obscurantist, and of little account. 
This ill-considered outlook may have partly arisen from the fact that the avera; ge 
general practitioner, having started along his path, has followed it without thinking 
either of the importance, or the extent, of the work which he is doing, and so, even if 
he wished, is in no position to publish it from the house tops. Recently, however, 
general practice and the general practitioner have been examined by so many people 
from every possible angle that if we had not, long ago, lost the faculty, we should be 
suffering a continuous blush. 

A number of interesting findings have emerged from these investigations. One of 
the first was that eighty per cent. of this country’s illness is cared for by the general 
practitioner. That this represents mainly trivialities has been'refuted. The British 
Medical Journal of 16th January this year contains a study by members of the Medical 
Research Council of a practice in north-west London. ‘This practice was in a relatively 
poor area. Findings were that, of the possible patients, 72 per cent. consulted the doctor 
during the year; 36 per cent. of the consultations were on children under fourteen; 
only 12 per cent. of the children under four did not see the doctor during the year; 
16 per cent. of all cases were of serious disease, and despite the proximity of hospitals, 
the work involved in treating these serious cases amounted to 43 per cent. of the total 
work of the practice. 

With regard to the general practitioner himself, Dr. Stephen Hadfield, in his report 
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on his investigations of 188 practices, states that g2 per cent. of the practitioners whose 
work he witnessed were adequate or better than adequate, and were undoubtedly 
interested and careful in the treatment of their patients. 

“They give the necessary advice, supervise rehabilitation, prescribe carefully and 
do dressings and emergency treatment; and nearly all consider it their job to act as the 
patient’s “guide, philosopher, and friend’, as well as giving him clinical care.’ 

Of the doctors’ premises, he found 10 per cent. to be unsuitable, but that these were 
usually in districts where the housing was bad: in one instance the doctor had to bolt 
his waiting-room chairs together to prevent their being taken away. Here is an example 
of the old adage that you can’t make a silk purse out of a sow’s ear, and such conditions 
must have accounted at least in part for the adverse findings of the Collings’ Report. 
There, in brief, is a clearer picture than we have had before of the general practitioner 
and his premises. 

What of his work? As one writer has put it, to define the practice of medicine as 

powers and “ordinary” would express a much clearer differentiation than that 
f “specialist” and “general”, practice. 

” The general practitioner should be able to undertake all ordinary medicine. He has 
often to be a father, friend, and confessor to his patients, and an adviser by request or 
self-appointment on almost everything under the sun. No-one else is in so advanta- 
geous a position to give advice. 

As Professor McNee said in his Presidential Address in Glasgow—“‘every soe 
practitioner is essentially a teacher, instructing his patients during illness and also, 
would hope, on how to keep well.” Particularly must he be ever mindful to try to 
combat fear. ‘This factor of fear is probably more active, today, owing to ill- digested 
and indigestible publicity, than since the times of the evil eye. And it is easy, in one’s 
own familiarity, to overlook the thinness of the popular veneer which, almost always 
overlies a fearful and abysmal ignorance. What Dr. Bluestone said, is true, that the 
moment a patient enters a hospital a new complication supervenes: fear. 

Last, but perhaps most important of all: diagnosis. The general practitioner alone 
is so placed as to be able to detect the early signs of deviation from normal health. 
The responsibility of making the first diagnosis is a heavy one and demands know- 
ledge, which may be insufficient, alertness and agility of mind—which may be blunted 
by fatigue or the common light of common hours—and the wisdom born of exper- 
ience, so often the tired doctor’s guardian angel. Prompt and accurate diagnosis is 
constantly becoming of greater importance with the availability of more precise 
weapons of treatment and increased powers of surgical technique, with less place 
remaining for reliance as much as formerly on wis medicatrix naturae. So that the 
general practitioner has to undertake a considerable load of responsibility, not onl) 
that which the patient places on his shoulders, and which he assumes on behalf ot 
his patient, but of constantly endeav ouring to keep pace with developments. That 
is not so easy for him as for doctors working in hospitals, especially when the whole ot 
his work frequently entails a twelve-hour day and sometimes longer. 

I have tried to discover any popular opinion on these matters, but there is obvious! 
little interest in, or appreciation of, our difficulties. The English do not think—they 
only expect. But The Economist has pointed out that “it may be spe cialized medicine 
rather than socialised medicine that represents the graver danger.” and says that “‘the 
narrow sectional interests which have been artificially stimulated by the National 
Health Service must now give way to a concerted effort.’” And The Times pronounces 
that ‘There can be no substitute for the able family doctor. He still holds in his hands 
the lives of his patients. No hospital or specialist service, however elaborate, can offset 
defective it in home or surgery. If General Practice is not restored to a new 
level of competence—some would say restored to its rightful place—the whole of 
British Medicine will suffer. 

Is it possible to imagine that this ‘‘ Backbone” can be dispensed with or superseded? 
If not, there must be a strong case for doing something about it. For many years there 
has been much talk round many tables; general practitioners have asked, committees 
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have presented plans, and plans have been accepted, but in the main they lie on the 
table. 

With regard to the Medical Curriculum I am not competent to enter into detail, 
Professor McNee said in Glasgow, “the limit has already been reached, even surpassed, 
It is longer than for any other profession, and the question arises of how much the 
average medical student must know, and learn, in his undergraduate career. To know 
all would require a lifetime.” And again: ‘Academic theory of disease, detailed chem- 
istry of drugs, and minute anatomy, could give place to more time for the study of diag- 
nosis,” and he emphasized that in this study the special investigations must come last. 

It is amusing to read what Thackrah wrote one hundred and twenty years ago, 
“Medical students—obliged to acquire in a couple of winters that various knowledge 
which ought not to be acquired in triple the time—are severely injured by the great 
application of mind. Hence the students who come out of the lecture room at the end 
of the session we should scarcely recognize as the healthy young men who entered it a 
few months before.” Is there not still some small modicum of truth in this despite the 
fact that conditions for medical students have improved beyond all measure? ‘That 
various knowledge which ought not to be acquired in triple the time!” 

Two recent developments are encouraging. The post-graduate courses for general 
practitioners—in Bristol anyhow—are of the greatest value. And the experiments in 
giving final-year students an insight into general practice I hope are proving successful 
and will be extended further. 

I much admire the present system of clinical teaching and the way in which every- 
thing seems to be fitted in, but it all must mean more addition and more compression, 
for whereas, during the last twenty-five years, whole new subjects have been included, 
as far as I know nothing has been left out or even pruned. Surely the place for minutiae 
and detail is not in the undergraduate years at all? 

And now what of the larger and more urgent problems—how to make use of this 
learning most effectively, and how to keep it bright? It will be a tragedy if only the 
lesser brains are to go into general practice, now that the old system of a more random 
selection no longer maintains. It is the lesser brain that will most easily atrophy in a 
disjoined general practice. 

The most recent of the many reports on general practice—that of the Central Health 
Services Council has a good deal to say on the subject. In brief—general practice is, 
in the Committee’s view, fundamental to the best practice of medicine, and to the best 
interests of the patient. It cannot be replaced by a congeries of specialisms, nor is it 
subordinate to them. Conditions of practice must be such as to attract the right type 
of doctor. The Committee suggests that it should be made easier for general practi- 
tioners to secure appointment in hospitals, and enter hospital specialist practice either 
part-time or whole-time. The Committee is of the opinion that hospitals, whenever 
appropriate, should plan to make beds available to general practitioners where they 

can retain responsibility for their patients, but where consultant advice would be avail- 

able if necessary. The Committee considers that such beds would enable general 
practitioners to look after, for example, many confinements which now take place in 
hospitals solely on social grounds. “The Committee recommends the establishment 
of Clinical Assistantships for general practitioners in hospitals, both for their educa- 
tional value, and as a training for special practice. ‘The Committee also favour the 
part-time employment of suitably qualified and experienced general practitioners in 
all hospital grades.” 

This is a National Health Service report and it will be obvious that the Minister and 
his officials—not forgetting the Socialist Shadow Cabinet—are going to study it care- 
fully, and will claim its authority in introducing any measures which they may think 
advantageous to them. Is there not now all the greater urgency to begin taking these 
evolutionary steps ourselves in order to rearticulate this over-lauded but disjoined 
backbone with the rest of the framework, for the good of the Body Medical and all its 
parts, including the bewildered “ Backbone” itself; and for the good of those it has to 
serve? 
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As a result it should be possible to relieve consultants of much of their more com- 
monplace work, to reduce gradually the registrar strength to what is compatible with 
the number of consultant posts available, to have each grade fully staffed, and, at the 
same time, to keep the ladder open and clear, as it used to be, for whoever may show 
the ability and resource to ascend it. What is more, a young doctor with a few hospital 
sessions, would be all the more acceptable as a junior partner, with his growing ex- 
perience to contribute, and the supplement to his earnings. ; 

I said a short time ago that nothing had been done. Compared with the amount of 
talk, and the expressions of goodwill, that is substantially correct, but it is encouraging 
to be able to say that, in addition to the employment of general practitioner anaesthe- 
tists in Bristol and elsewhere, there is at least one brighter exception. The Barnet 
Hospital Management Committee are employing six general practitioners as clinical 
assistants in Barnet General Hospital, two in medicine, and one each in surgery, 
gynaecology and obstetrics, paediatrics and, dermatology. They have also appointed 
twenty general practitioners to Finchley Memorial Hospital working under the appro- 
priate consultants, and—they say—the arrangement appears to be quite satisfactory. 
The pertinent facts in their report are—“‘It is felt that, in this area, the standard of 
medical practice is high, and that it will be maintained, if the arrangements are con- 
tinued so that most of the general practitioners may, in their turn, have an appointment 
of clinical assistantship. So far as the senior clinicians are concerned they work well 
under the scheme, and show every desire to make the best possible use of it.” 

“The Management Committee is strongly of the opinion that the general practition- 
er is so vital to the National Health Service that every effort is made to bring about a 
close and friendly relationship between all parties concerned. The Barnet Group 
Hospital Management Committee were pioneers with clinical assistantships. The 
Regional Board approved the arrangements and the payments involved, and gave every 
possible assistance in bringing the scheme into being.” 

I hope that there are other examples than this by now, but here is rich food for 
thought, and I hope that those in high places and spheres of influence will give it their 
serious consideration. As I have said—general practitioners have asked—but they 
want to be invited into the hospital service, not legislated into it. General practitioners 
are already considered capable of doing the work of National Service, Insurance, and 
Pensions Boards, and some do sessions as Industrial Medical Officers. Of these ap- 
pointments, the last especially, demands special interest and ability, but who better to 
fill them than general practitioners who, more than any other, should have acquired an 
awareness of the whole man and his individual problems and difficulties? 

I hope also that general practitioners may be invited, as vacancies arise, to take more 
part in the Local Authority Clinics. Seeing a well or ailing child or pregnant woman 
but hardly ever an ill one, and never attending a confinement, must be unsatisfying 
and sterile work, but would be an entirely different matter when done in conjunction 
with a daily occupation with just those things, and consequently more satisfactory to 
all concerned. Taken by and large, general practitioners have never asked for more 
than a just rate for the job, and it is generally realized that employment on sessional 
work would involve a comparative reduction in the permissible maximum list of 
patients. It therefore follows that the greater the number of sessional jobs that become 
available, the greater will be the number of vacancies for more general practitioners. 
Thus the basis of medical practice will be broadened, and general practitioners will be 
doing what they should be entirely capable of doing, the general work—the “‘ordinary 
work” the whole-man work, throughout the whole range of the profession, and that 
“Backbone” will be firmly and properly integrated in the Body Medical again. 

Well now, this wavering syndrome has run its course. I have attempted to give a 
general practitioner’s idea of the malaise from which we are all suffering, its rough and 
ready pathology, and the physiological methods by which it may be possible to bring 
about improvement—that by caring, thinking, and acting as a brotherhood we may be 
able to reintegrate what should be a highly cultured and finely oriented organism—the 
Body Medical—to our own satisfaction and the benefit of the people. 
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We must not wait upon the politicians who, with their mechanistic departmental out- 
look, and expediency as their yardstick, have little appreciation that for efficient func- 
tion, that body requires an unworried, finely co-ordinated, integration of all its parts, 
which demands a strong and flexible backbone. 

If, in what I have said, I may have appeared in places to be critical it has been criti- 
cism of the profession as a whole, because, in the constant race against time, we do not 
devote enough thought or energy to the good of the profession, from the first-year 
student upwards—not even to our own good—and for that we have suffered, for that 
we shall continue to suffer, unless and until we take corporate and undivided action 
about these things, instead of agreeing in groups that something ought to be done. 
And if in the beginning, I may have seemed to infer that I have had a strenuous life, 
I do not want to leave any misconception, especially in the minds of those who may 
be contemplating, or beginning, general practice. 

It is true that I often wish for more time—to enjoy my family, to indulge my other 
interests, even to be a better doctor, but I have enjoyed, am still enjoying, my lite 
immensely, and I wouldn’t change my job for any other. 
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HOME CARE OF THE DIABETIC 
BY 


C. T. ANDREWS, M.D., F.R.C.P. 
Consulting Physician, West Cornwall Clinical Area 


Of all the chronic ailments affecting large numbers of the community diabetes is 
probably consistent with the highest degree of productivity. In most jobs the diabetic 
can compete on level terms with his fellow worker. If, however, this happy result is 
to be achieved for the maximum number there must be co-operation between the 
patient, his doctor and the hospital clinic. 

This paper is not concerned with the initial problem of stabilization or with the 
treatment of major complications such as coma but with the day-to-day problems 
which arise in the lives of all diabetics. The initial stage of treatment and education 
will in the great majority of cases in this country have been undertaken by a medical 
or diabetic unit of the hospital service. Subsequently, however, the patient returns 
home to face the problems of school, work, or in the case of those not fit for an active 
job, to a varying measure of dependence in the home. The hospital team will only 
have done its job well if it has kept in mind the environment in which the patient lives 
and moves at home, the nature of his work and the arrangements for his meals. More 
vital perhaps than these is the patient’s understanding of his disease and his willingness 
to co-operate. Time spent in enlisting the co-operation of the family is never wasted. 
It is more important perhaps that the wife who cooks the dinner should understand 
the dietetic arrangements better than her diabetic husband should. 


TRAINING THE PATIENT TO BE INDEPENDENT 

It is usual before the patient leaves hospital to arrange for subsequent periodic 
attendance at a diabetic or general out-patient clinic. Dependence on the clinic how- 
ever should not be encouraged, and one attendance every three months is probably 
sufficient for the average diabetic. From the outset the emphasis should be on normal- 
ity. The diabetic is returning to lead a normal life. In all but exceptional cases he 
should be able to do anything which is reasonable for his age. The handicaps of diet 
and insulin should be regarded as necessary chores like having a bath or a shave or 
applying cosmetics. For the same reason the diabetic should not, in the absence of 
serious complications, be registered as a disabled person and should not be encouraged 
to carry sugar lumps to school or work. If stabilization has been efficiently done and 
the régime is being observed there is no need to remind the patient of the risk of hypo- 
glycaemia. 

All this is not to suggest that the régime taught in hospital is of slight importance. 
We now know that the well-controlled diabetic remains free of symptoms and of the 
more disabling complications for longer than the poorly controlled. It is also probable 
that he lives longer though this is perhaps a secondary consideration. 

The secret of success lies in a regular routine, a thorough knowledge of the dietetic 
arrangements and the avoidance, as far as possible, of excesses and festivities. ‘'emper- 
ament, education and family background therefore influence the prognosis in marked 
degree. I do not propose to describe the routine or dietetic arrangements, for these 
will vary from one patient to another and from one clinic to another. There are, how- 
ever, certain mistakes and misunderstandings which are commonly seen by all those 
who have care of diabetics. It may be worth while to look at some of these. 


MISTAKES TO AVOID 


Most diabetics seem quite incapable of understanding the significance of a unit of 
insulin. A typical interview in any diabetic clinic will illustrate this. 


193 





194 DR. C. T. ANDREWS 


Physician: “‘ Let me see Mrs. Brown what is your present dose of insulin?” 
Mrs. Brown: “ Twenty units from the blue and pink packet.” 
By which one is meant to understand that Mrs. Brown is having forty units oj 


protamine zinc insulin. The commonest mistake arises through the substitution of , 


double- for a single-strength packet or vice versa. With the advent of a number of ney 
insulins the colour scheme is becoming complicated but it should be possible for every 
ec to understand that a yellow packet always means single-strength (20 units ty 


c.), a blue packet double-strength (40 units to 1 c.c.) and a green packet quadruple- 


mann (80 units per c.c.). It is, however, a good plan when prescribing a fresh suppl 


to get the patient to take the old packet to the chemist and insist that the new shal| 
follow the same colour scheme. It is not unusual also for instructions from the clinic 


to the doctor to be similarly misinterpreted, twenty units being translated as forty 
because a double-strength packet was in use. 


INSULIN REACTIONS 


These may be local or general. The local reactions are of two types. The first con- 
sists of a painful erythematous swelling at the site of injection. It is not due as is often 
suspected to infected syringes or needles and can usually be avoided by substituting on: 
of the new “Lente” insulins for ordinary soluble or protamine zinc. The second consists 


of irregular areas of wasting at the site of injection. This is due to atrophy of the fatr 


tissues or insulin lipodystrophy. It does not respond to change in the type of insulin 


used and the best advice that can be given is that in giving injections areas should b 
avoided where the resulting deformity would be readily seen and that, as far as possible 
injections should be given into the same sites. General insulin reactions are usuall 





easily diagnosed. Apprehension, tremor, sweating, nervousness or coma of sudden 


onset occurring in the night or early morning where protamine zinc insulin is in us 


or before a main meal where soluble is used or after a spell of severe exertion or absen- 


tion from diet gives the diagnosis readily. Confusion may arise, however, where 
specimen of urine taken later in the day shows glycosuria or a specimen "of bloo 
reveals a high blood-sugar. It is not sufficiently realized that the blood-sugar in som 


diabetics may swing over a wide range in twenty-four hours. Thus an insulin-sensitis: 
diabetic may exhibit symptoms of hypoglycaemia three hours after an injection 0! 
soluble insulin with a blood-sugar reading of 40 mg. per cent., and the same evening 


may be found to have a blood-sugar of 300 mg. with glycosuria and even ketosis. 


It is a good general rule that attacks of hypoglycaemia which are not explicable b: 
carelessness in diet or mistakes in insulin dosage indicate the need for reconsideration 


of the régime. A redistribution of the diet or of the daily insulin may be needed or 
change to one or more of the Lente preparations. 


SIMPLE DOSES FOR THE AGED 


In dealing with the aged or other group in which mistakes are likely to arise it: 
well to avoid complicated insulin dosage and also, if possible, the use of two insulins 


I try to prescribe so far as possible in multiples of ten and to use protamine zinc 
Lente insulin or failing these two daily and equal doses of Soluble. 


SPECIAL SYRINGE 
In the administration of insulin dependence on the district nurse or other outsid 


agency is to be avoided if at all possible. The nurse has many calls on her time and: 
is rarely possible to ensure absolute regularity in administration which is one of th: 
secrets of success. It should indeed be the aim of the hospital staff to ensure that th: 
patient so far as his insulin administration is concerned is quite independent not on! 
of outside agencies but also of help in the home. From this point of view the intelliges' 
schoolchild makes the best patient the older patient with cerebro-vascular degeneri 
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tion or defective eyesight the worst. For the latter group and also for the younger 
patient with sub-normal intelligence the syringe illustrated on this page has been found 
useful. By means of a small adjustable peg on the piston shaft the capacity of the 


Insulin Syringes 


syringe can be regulated to take no more than the required dose. ‘The syringe is most 
useful when one dose of insulin is required, e.g. twenty protamine zinc in the morning 
or two equal doses morning and afternoon or morning and evening. 


ASEPSIS AND BROKEN NEEDLES 

Little need be said about the care of syringes for, though this may be a subject of 
endless discussion in fact sepsis following an injection of insulin is quite an uncommon 
complication. The time-honoured method of storing the syringe in spirit and rinsing 
it through with boiled water before use serves very well provided the spirit is changed 
once a week. A greater risk lies in the use of the fine hypodermic needle which breaks 
leaving a small piece deep in the subcutaneous tissues. If this should happen it is well 
to refer the patient to the casualty department of the nearest general hospital unless one 
end of the embedded portion is clearly superficial. ‘The accident may be avoided by 
remembering to prescribe nothing smaller for home use than a number seventeen 
needle. 

DIETS 


In arranging diet regard should also be had to the mental calibre of the diabetic. 
For the younger and more intelligent group the inculcation of the details of strict 
control by the Line Ration or similar scheme will give the best long-term results. For 
the less severe diabetic, for those of poor intelligence or advanced years it is better to 
rely on a simple qualitative diet sheet which shows lists of foods allowed, foods forbid- 
den and foods permitted in specified quantities. A tendency to carelessness over the 
details of diet is fairly general whereas the fussy diabetic is comparatively rare. 


THE CAUSES OF OBESITY 

Obesity constitutes a much commoner problem than weight loss particularly in 
patients having insulin. It is, of course, the rule for the patient who has started insulin 
therapy to gain weight. At what stage is weight gain to be regarded as a problem 
requiring more strict dietetic control? The answer to this question is generally to be 
found in a consideration of the patient’s normal weight, i.e. that before the onset of 
the diabetes. When this is appreciably exceeded the curtailment particularly of carbo- 
hydrate intake becomes necessary usually with a corresponding reduction in insulin. 
Apart from rank disregard of the dietetic arrangements one of the commonest causes 
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of substantial gain in weight is to be found in the habit which many diabetics acquir, 
of treating proprietary diabetic bread, biscuits and jams as of no food value. This 
practice seems to be fostered by energetic salesmen. Obesity is best controlled by 
adjustment of diet and insulin alone and the use of amphetamine sulphate should jj 
possible be avoided particularly in the hypertensive diabetic. 


WEIGHT LOSS 

Persistent weight loss is often explained by a domestic crisis. An illness on the part 
of the wife, a bereavement or a period of financial anxiety. If these are excluded and 
there has been no alteration in the insulin régime search should then be made for 
complicating disease—a latent urinary infection so often missed because the resulting 
frequency is regarded as diabetic in origin, a dyspepsia indicative of gall stones, peptic 
ulcer or abdominal cancer or an incipient thyrotoxicosis. Pulmonary tuberculosis 0 
often mentioned in textbooks is, in my experience, no commoner in diabetics than in 
any other comparable section of the population. 


URINE TESTING 
Benedict’s test for sugar in the urine has now been brought within the reach of th 

meanest intelligence by the provision of the Clinitest outfit. A similar test for eto 
is also available. The significance of glycosuria however for the individual patient re- 
quires careful consideration. In some patients with a low renal threshold for sugar 
repeated attacks of hypoglycaemia will often occur if negative tests throughout the 
twenty-four hours are demanded. In others where the renal threshold is high a fairly 
severe diabetic condition with troublesome complications such as retinitis may be mask- 
ed by the complete absence of glycosuria. Persistent ketosis, however, must always be 
seriously regarded though again its significance varies. Some never exhibit it, others, 
particularly the insulin-sensitive diabetic, find it difficult to avoid. 


ADEQUATE CONTROL 

In assessing progress it is well not to pay a too slavish regard to one particular feature 
e.g. urine tests, but to consider the case as a whole. Ideally the well-controlled diabetic 
should be free of symptoms and complications and his urine should be persistentl 
free of sugar and ketones. His blood-sugar should not exceed 200 mg. per cent. and 
his weight should not vary more than a few pounds from one month to another. In 
practice few attain this ideal. One may find persistent glycosuria with blood-sugars 
within the normal range or high blood-sugars with intermittent glycosuria and tend- 
ency to hypoglycaemia at particular times of the day. In general it may be said that 
the first consideration is to maintain the diabetic in good health and free of symp- 
toms, that blood-sugar control is more important than freedom from glycosuria and 
that high blood-sugars at one time of the day with symptoms of hypoglycaemia at an- 
other generally indicate the need for a reconsideration of the insulin regime. 


DANGER OF MINOR ILLNESSES 

Minor illness constitutes a considerable hazard particularly in the diabetic who | 
prone to ketosis. Major illness, e.g. haematemesis, generally brings the patient t 
hospital but the feverish cold with anorexia, the bout of infective diarrhoea, the urinar\ 
infection which is so common a complication in the female diabetic or the skin infec- 
tion in the shape of a boil may readily give rise to a vicious circle in which the toxaemia 
aggravates the diabetes and the deteriorating diabetic condition interfers with contro! 
of infection. At the best an avoidable period of incapacity results: at the worst coma 
or a prolonged pyrexial illness may necessitate the patient’s admission to hospital. 
Preventive measures at the outset will in most cases enable the infection to be contained 
and the vicious circle avoided. 

The necessity for a high fluid and salt intake during such episodes is not full) 
realized. The diabetic at the onset of any feverish state should increase his fluid intake 
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to six pints a day and, should ensure a steady intake of sodium chloride with all his 
meals, or if none are taken, in his drinks. Prompt use of the appropriate antibiotic, 
e.g. in urinary infection is most important, though this is not to encourage the in- 
discriminate use of penicillin for every bout of fever. In no circumstances should 
insulin be stopped merely because the patient has ceased to take his normal diet. 
Sweetened drinks should immediately be substituted for the carbohydrate which is 
omitted. If vomiting persists particularly with increasing ketosis intravenous glucose 
with saline becomes urgently necessary. At this stage hospital admission is generally 
desirable. 


AVOIDING FOOT COMPLICATIONS 

Care of the feet constitutes a most important section of diabetic management. 
Peripheral gangrene starts here in more than 95 per cent. of cases and in a large pro- 
portion of these the initial injury which starts the gangrene is caused either by an in- 
growing toe-nail or an abrasion from an ill-fitting shoe or an amateur attempt to pare 
acorn. The arteriosclerotic patient in whom the pulse cannot be felt in the dorsalis 
pedis or posterior tibial artery is particularly liable to this complication. It is a good 
habit to enquire about foot comfort every time one sees a diabetic patient. When an 
abrasion appears it is important to treat it promptly with a régime consisting of com- 
plete rest with elevation of the limb, dry dressings with a liberal use of spirit and pow- 
der and strict control by insulin. The gravest and commonest mistake made lies in the 
use of hot fomentations for these lesions. A fully developed ulcer will, of course, 
demand more elaborate measures. Foot complications are a common cause of pro- 
longed incapacity and their prevention should therefore be continually in mind in 
dealing with these patients. The feet should be kept warm and dry, the socks should 
not be tight and, where the feet tend to perspire a talc dusting powder should be used 
each morning. ‘The aged diabetic particularly should not pare his own corns but should 
leave this operation to the chiropodist or failing this to the district nurse. There are 
well-described effective measures of dealing with the ingrowing toe-nail. These should 
not wait till the presence of a serous exudate indicates that an ulcer has formed. 


SCHOOL AND OCCUPATION 

A question frequently asked concerns the restriction of activity imposed by the dis- 
ease in childhood. These questions frequently relate to secondary and university 
education, hard manual labour, school games, marriage and the bearing of children. 
While there are exceptions it can be said that in general diabetes is no bar to a higher 
education or to a professional career. Dietetic difficulties may arise where residence 
at a boarding-school or hostel is necessary but many schools and universities are now 
willing to co-operate in providing for this type of student. Strenuous games are best 
avoided owing to the risk of hypoglycaemia but there is generally no good reason to 
advise against manual work such as is involved in farming. 


MARRIAGE AND PREGNANCY 

Advice may be sought particularly from the family doctor on the questions of marri- 
age and childbearing. Some problems in this field still await solution but in general it 
may be said that there is little evidence that the well-controlled diabetic man or woman 
is less fertile than the normal individual of similar age, and that there is probably no 
increased risk of abortion though the risk of foetal death in the last weeks of pregnancy 
is considerable. This hazard has, however, been considerably diminished by the more 
careful control of the diabetes by insulin and by the modern practice of terminating 
the pregnancy by Caesarean section at the thirty-sixth week. The main risk to the 
foetus arises from the sudden development of ketosis in the mother at this stage and in 
the tendency to large babies which leads to obstetrical difficulties if the pregnancy is 
allowed to go to full term. The strictest supervision of the diabetes is necessary during 
the last few months of pregnancy and the closest possible co-operation between clinic 
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and family doctor. Even in the best hands however, the foetal mortality is still abou 
20 per cent. The maternal mortality for the country as a whole is approximately 1 pe; 
cent. of diabetic pregnancies. It is still too early to assess the incidence of diabetes in 
the offspring of well-controlled diabetic parents but there is some indication that this 
may be high. 


CONCLUSION 
The supervised and co-operative diabetic patient seldom finds himself in serious 
trouble. When he does the hospital service should give him first priority for his cop. 
dition can seldom afford the long delay inherent in in-patient waiting lists today. 
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CHILD LIFE IN PAST TIMES 
BY 


S. W. HINDS, M.D., M.R.C.P. 
Lecturer in Child Health and Social Medicine, University of Bristol 


Though ageless aeons have subtly and unobtrusively drawn an impenetrable veil 
over every detail of family life of prehistoric man, abundant information exists to 
suggest that the weak and defenceless members of the civilizations of early historic 
times were often exploited and suffered much at the hands of their fellows. The in- 
exorable struggle to live and the necessity of preserving a healthy verile stock probably 
dictated their attitude to their weaker brethren. Many peoples including the Spartans, 
Celts and Romans, for instance, required all newly born infants to submit to searching 
scrutiny to exclude evidence of poor development and physical defect. Some even 
imposed rigorous tests of fitness, as for example the survival of total immersion in cold 
water shortly after birth. Infants who failed these and other tests automatically for- 
feited the right to live, and were either killed outright or abandoned to die of exposure 
and starvation. 

A fearful belief in theocratic influence and power did nothing to ease the burdens of 
infancy, and countless babies and young children were in addition mutilated, starved, 
abandoned or done to death in desperate efforts to conciliate wrathful gods, these 
rituals taking a higher toll of girls than boys. 

Standards of child care in these early communities showed wide variation. The 
matriarchal civilizations of Babylon, Egypt, India and China treated their children 
well, but later, a change to patriarchal supremacy saw a wide and rapid spread of infan- 
ticide with universal child slavery in India, whilst the child in China was compelled 
to become absolutely subservient to the adult. 

In Rome and Greece children suffered from tyrannical régimes until the advent of 
Christian teaching exulted parenthood, and the Romans then emerged the first people 
to introduce special legislation for the communal care of unwanted and deserted child- 
ren. Elsewhere the Hebrews under strict moral and religious codes consistently lavished 
care on their young, and the Talmud describes their ancient protective ceremony 
of “salting”? which invariably preceded the swaddling of their newborn. 


CHILDREN IN BRITAIN IN EARLY TIMES 

The evidence suggests that the ancient Britons, like so many early peoples, placed 
little value on life and even less on child life, frequently sacrificing their young to 
appease their gods. Excavations at Woodhenge have, for example, brought to light 
the remains of a ritual or dedicatory ceremony, in the shape of an infant’s skeleton with 
the skull neatly cleft in two. As witness of such practices Julius Caesar wrote 

“The men have power of life and death over their wives and children.” 

The early phases of the Roman occupation brought little change. Young Britons 
were shipped in numbers as slaves to Mediterranean countries, the practice persisting 
until Constantine proclaimed Christianity the official creed of the empire, and out- 
lawed infanticide, child cruelty and slavery. Safe from adult exploitation the young 
natives enjoyed the benefits of Roman culture and, with many parents adopting the 
toga, children were admitted to the schools established by the invaders. 

Improvements were, however, but short-lived, for with the forced withdrawal of 
the Roman garrisons the islanders found themselves defenceless against the furious 
and relentless onslaughts of hordes of heathen Angles and Saxons. The Anglo-Saxon 
conquest expunged every vestige of Christian thought except where the mountainous 
and inhospitable terrain of the North and west kept the invaders out, and once more 
VoL. 70 (vi) No. 258 199 Cc 
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barbaric practices with all their former ferociousness struck terror into the hearts of 
children, the aged and the infirm. 

As the sixth century drew to a close a tiny flame of hope was kindled by the evangel. 
ical teachings of St. Columba (565) in the north, and St. Augustine (597) in the south, 
In due time the flame cast its light over the islanders and invaders alike, uniting in the 
fold of Christ the haughty and the humble, the conquerors and the conquered, and 
within the next hundred years, Christian kings were drawing up laws to safeguard 
child life. 

“Let VI shillings be paid for the fostering of a foundling for the first year: 
XII shillings the second; XXX shillings the third; afterwards according to its 
appearance.” (Ine of Wessex, A.D. 688-725.) 

“If anyone commit his infant to another’s keeping, and he die during such keep. 
ing, let him who feeds him prove himself innocent of treachery, if anyone accuse 
him aught.” (Alfred, a.p. 871-g01.) 

In the wake of conversion, monastic houses sprang up, offering on an ever-increasing 
scale, succour and shelter to all unfortunates including orphaned and abandoned 
children, while many accepted responsibility for all infants orphaned within their 
precincts. Beda, writing in the eighth century recorded 

“There was in the same monastry a boy not above three years old called Esica; 
who by reason of his infant age was bred up among the Virgins dedicated to God, 
and there to pursue his Studies.” 

A few establishments were opened solely to shelter children, as was St. Leonard’s in 
York founded by Stephen in 1135, where a woman was specially appointed to look 
after a number of orphaned boys. 


THE MIDDLE AGES 

By the Middle Ages it had become the custom of the monasteries to provide food 
and shelter for everyone in need. Among many seeking help were numerous children, 
infirm and aged persons, and large numbers of healthy men “‘sturdy beggars”’ who, a 
the monks gratuitously disbursed alms to all who asked without distinction, saw in the 
monasteries an easy and effortless means of life. 

The closure and spoliation of these houses between 1527 and 1534 threw all thes 
people into the streets without hope of help from any quarter. Forming into bands, 
they roamed the countryside, preying on the inhabitants of small towns, villages and 
lonely farmhouses, wreaking havoc and spreading terror wherever they went. 

“Hark, hark, the dogs do bark, 
The beggars are come to town, 
Some in rags, some in jags and some in velvet gown.” 


Vagrancy became so pressing a problem that methods to control it became urgent. .\' 
first a number of “hospitals” were opened for the crowds of wandering homeless 
children, among them Christ’s Hospital in Newgate Market, London, and similar 


institutions in Bristol in 1586 and Totnes in 1589. ‘These measures, however, scarcel\ 


affected the crisis and in 1601 the Poor Law Act was passed expressly to rid the com: 
munity of vagrancy. Relief was provided from taxes levied in the parishes, and work- 
houses were built to accommodate all those requiring “‘indoor” as distinct from “‘out- 


door’’ relief. 
Though a large proportion of those needing 


6¢* 


exceeded in history. 


As every infant was an added burden on the parish, and workhouse overseers, mind: 
ful of the hatred with which the Poor Law taxes were received by the people, resorte¢ 
to inhuman practices to keep numbers down. Hunting down unmarried mothers ané 


extorting sums of money from putative fathers for the care of “the cow and the calf” 


indoor”’ relief were infants and ver\ 
young children, no facilities for their care were provided in the workhouses. The’ 
were therefore passed quite indiscriminately to any woman willing to foster them for 
a small fee, a system which not only attracted women of the baser sort, many of them 
frank criminals, but initiated a spate of infant suffering and cruelty probably neve! 
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they hustled the girls across the boundary into an adjoining parish, even late on in 
labour, and to ensure that few infants survived many were handed to women who had 
acquired the reputation of “‘excellent killing nurses” 

The few children who survived returned to the workhouses in early youth often to be 

apprenticed to established criminals or notorious rogues, who used ‘their apprentices, 

as did many who professed to be chimney sweeps, to help them in their nefarious 
activities. Throughout the country thousands of other parish boys and girls were 
shipped in droves to the mines and later the mills and the factories. 

This was an age when prosperity and plenty flourished along with starvation, cruelty 
and abject squalor. Coarseness and brutality predominated, life was cheap, and society 
allowed many to sink to levels of human degradation rarely experienced by mankind. 

In the homes of the poor, tumbledown, ‘draughty shacks, or dark, dank, vermin- 
infested cellars, in the workhouses bare and comfortless, and in the narrow, twisting, 
sewage-strewn streets groping aimlessly from the towns to blend unnoticed with deep- 
ly rutted muddy country lanes linking ‘the v illages, crimes of violence against defence- 
less infants and children, their very defencelessness being the cause of their downfall, 
were committed both by day and by night. 

“The court at Hecks Hall lately committed Ann Martin, alias Chapney, to New- 
gate where she is to be imprisoned for two years pursuant of her sentence; she 
is accused of putting out the eyes of children with whom she went abegging about 
the country. She has been several times whipped at the carts’ tail.” 

“Elizabeth Banks at the Old Bailey for stripping and robbing in Marylebone 

Fields an infant aged four.” 

Children were hanged for petty offences, sometimes for stealing a crust or a few 
pence to purchase food, while the homeless and destitute were taken into custody, and 
deported, a procedure deemed to be slightly less drastic than capital punishment. 

“That such children who shall be apprehended and are afflicted with any disease 


and have no persons to take care of them, be cured of such disease, and then 
transported.” 


Childbirth, a most hazardous event, was believed to give the mother in normal 
labour an equal chance of survival if she did not perish from child-bed fever. The 
advice and assistance of swineherds and shepherds was sought in complicated labours 
and Germany actually forbade herdsmen attending mothers in 1580. Three centuries 
later, Clark still described midwives in 1815 as “women usually of the most ignorant 
types” and later Dickens immortalized them in the character of Mrs. Gamp. The 
newborn were commonly given gin, opiates and empirical concoctions, such as God- 
frey’s cordial or Dalby’s carminative to still their crying, relieve “‘the wind” and assist 

“teething” , while parents abandoned large numbers of infants, and thousands more 
were overlaid, a procedure which came to be recognized as a respectable method of 
ridding oneself of an unwanted child. How many infants and children perished will 
never be known, but in 1662 John Graunt (1620-74) a London haberdasher interested 
in the events going on around him, attempted to estimate the loss of child life by ex- 
amining the London Bills of Mortality. Publishing his observations in book form he 
observed: 

“In twenty years there dying of all diseases and casualties 229,250; that 71,124 
died of the Thrush, Convulsions, Rickets, Teeth and worms and as abortives, 
chrysoms, and livegrown overlaid—that is to say about one third of the whole 
died of those diseases, which we guess did all light upon children under 4 or 5 years 
old.” 

Almost a century later, Michael Underwood concluded no improvements had occurred. 
Of all christened children, between 1730 and 1750—for the only records of births were 
the baptismal entries in church registers, and most unwanted infants were never bap- 
tised—75 per cent. died before their fifth birthday. Few appear to have regarded the 
enormous infant death-rate as out of the ordinary. For instance, Evelyn wrote in his 
diary of the loss of his son: 

26th March 1664. “It pleased God to take away my sonne Richard, being now a 
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moneth old, yet without any sickness or danger perceivably, being to all appear. 
ances a most likely child; we suspected much the nurse had overlayne him; to our 
extreme sorrow being now again reduced to one; but God’s will be done.” 
29th March 1664. “‘After evening prayers was my child buried neere the rest of his 
Brothers—my very deare children.” 
And Gibbon, in his memoirs, epitomized the small chance a child had of surviving 
in his observation 
“The death of a new born child before that of its parents may seem an unnatural 
but it is a strictly probable event.” 


THE EIGHTEENTH CENTURY 


Space will not allow more than a passing reference to the guild apprenticeship 
system, the employment of children in the mines, the mills and the factories, the climb- 
ing boys, early paediatricians, and the many people who by their efforts, often sacri- 
fices, individually and collectively over the centuries helped the cause of children for- 
ward in many different ways. 

Two men, however, deserve special mention for their courage, perseverance in the 
face of great odds, and the manner in which they influenced their fellow citizens at a 
time when a child’s life was not considered worthy of a thought. 


Thomas Coram and the London Foundling Hospital (1668-1751). 

Probably the earliest foundling hospital was that established in Milan in a.p. 787 
by Datheus, archbishop of that city, others following in Venice in 1380 and in Florence 
in 1421. Some two centuries later Vincent de Paul organized a movement in France 
to prohibit the wilful mutilation of infants for begging purposes, and opened a number 
of homes to shelter destitute children. 

In Britain after the dissolution of the monasteries and the failure of the special 
“hospitals” to visibly reduce the numbers of indigent children on the streets, the Poor 
Law system, which created issues greater than those it was designed to alleviate, 
assumed responsibility for every unwanted infant and child. 

In 1719, in the autumn of his days, Thomas Coram, a Dorset man who had spent 
all his life closely associated with the sea, retired to live quietly in Rotherhythe, a small 
hamlet on the lower Thames. In the evenings he delighted in strolling along the river 
banks to the outskirts of London, when he noticed enormous numbers of infants, some 
already dead, others moribund, exposed and abandoned in the gutters and on dung 
heaps. Much affected by these sights he resolved to open a home for starvelings. He 
spent the next seventeen years trying to raise funds for his project, and eventually 
obtaining the signatures of twenty-two “ladies” in 1738, the London Foundling 
Hospital opened its doors on 25th March 1741 to “nineteen females and eleven males, 
being all it could contain”. Initially only infants under two months old were accepted, 
who after baptism were sent to nurses in the country, returning to London at the age 
of four for lessons in reading, writing and the scriptures. Later they were apprenticed 
with honest and reliable guildsmen. Applications for admission rose steeply, more than 
one hundred and sixteen infants being offered in a single day in 1753. ‘Three years 
later with the hospital in acute financial difficulties, a successful appeal was made to 
Parliament for support. It was then decided to accept all unwanted children. ‘The 
response was immediately overwhelming; mothers clamoured and fought on the door- 
step to have their children admitted, and the workhouses transferred all their young 
inmates. Other infants were sent by road from all parts of the country, some travelling 
more than three hundred miles. Many perished en route, while countless others nevet 
left their home towns alive, the carriers murdering them once the fare had been paid. 
In all, fifteen thousand infants were accepted in four years, of whom ten thousand died. 
Shocked by the results, Parliament withdrew its support and the hospital reframed its 
eligibility regulations. 

These events so excited public opinion that many eminent personalities of the day 
became interested in the Hospital. Handel raised money by giving performances of 
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Messiah, on one occasion selling tickets to the value of seven hundred guineas, while 
Reynolds, Benjamin West and Wilson arranged public exhibitions of their works. 
Churchmen, including Bishop Maddox, preached most eloquently on child life, while 
Hogarth influenced public opinion with his brilliant satyrical pictures of aspects of life. 


jonas Hanway (1712-86) and the Parish Child 

At the time when Coram’s hospital was struggling to take every infant it could 
manage, and the public was aware to some extent of the vile and inhuman w ays in 
which illegitimate and pauper children were handled by their parents and society, few 
raised their voice in dissent, until Jonas Hanway published his findings in 1757 on the 
perilous plight of the parish child. 

“Of one important parish which in fourteen years did not preserve a single child.” 

“Out of fifty-three being the whole number received in five years, not one was 
kept alive.” 

“Parish of St. Clement Dane—twenty three children sent to Mary Pool, ten died 
within the year” —and of St. Luke, Middlesex and St. James Westminster “the dis- 
charged and dead balanced the born and received.” 

Estimating the death-rates among workhouse children to be in the vicinity of eighty- 
ninety per cent. rising to ninety-nine per cent. in infants under a year old, he was 
instrumental in obtaining the passage of the Act of 1767, quickly to be dubbed ““The 
Act for keeping children alive.” 

A growing revulsion against the hideous acts of hate and cruelty levelled against 
defenceless, indigent childhood was soon discernable abroad, and by the close of the 
century many parishes had already redrawn their fostering regulations. For instance, 
the parish of St. James Westminster was by 1797 placing their foundlings with selected 
and well-supervised women living on Wimbledon Common, at a fee of 3s. od. a week. 
Among other innovations they introduced a bonus of a guinea payable if a child lived 
a year and a further five shillings should it recover from measles. 


THE MATERNITY AND CHILD WELFARE MOVEMENT 

By the middle of the nineteenth century the public was stirring to the special needs 
of mothers and children. Lying-In hospitals and hospitals for children were opened, 
while the universities created chairs in midwifery and diseases of women. At the same 
time men and women, both medical and lay, had begun to consider the impact of the 
environment and the community on family and child life, and though ideas crystallized 
in two or three different ways it was not until many years later that it was realized the 
several independent movements were each striving for the same objects. With the 
realization, the Maternity and Child Welfare Movement came into being. 

At the suggestion of William Farr (1807-83) the London Obstetrical Society in- 
vestigated the infant deaths for the years 1867-69 and shewed that though seventy- 
five per cent. of the labours had been conducted by midwives, not one of them had 
been “instructed’’, i.e. had been trained. This finding was followed in 1870 by the 
demand that 

“No person should be allowed to perform the duties of midwife or accoucheur 
unless he or she shall have received proper instruction.’ 
In spite of the unassailability of this demand, nevertheless women had to wait until 
1902 before the Midwives Act, after many vicissitudes, eventually reached the Statute 
Book, and even then a clause allowed untrained midwives to continue practice until 
1910. 

In that year 1870, the Infant Protection Society was formed following a growing 
dissatisfaction of the standards of care of most foster-children. Helped by the trial and 
execution of Margaret Waters, a notorious “‘baby farmer’, the vied was successful 
in obtaining the passage of the Child Life Protection Act of 1872 

About this time too, with the infant mortality rate dwion no evidence of falling 
though the birth-rate was declining, for instance, it moved from 35:5 per cent. between 
1871-75 to 29°3 per cent. between 1896-1900, interest in ciidend began to grow. 
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These developments initiated further critical inquiry into the probable causes of the 
annual epidemics of gastroenteritis which were taking such a heavy toll of infant life, 
The findings all pointed to the home and indicated poor levels of home hygiene, 
ignorance, and low standards of maternal care, results which at once led to the forma. 
tion of voluntary organizations to carry the newer views on infectious disease, personal 
and home hygeine, home management and mothercraft to the homes of the people. 

Among the organizations was one, the Ladies Sanitary Reform Society formed in 
Manchester in 1862, which was destined to play an outstandingly important role in 
the next fifty years. By 1890 Manchester Corporation fully recognized the invaluable 
work of these women volunteers drawn from all walks of life and invited them to co. 
operate with the corporation under the aegis of the Medical Officer of Health, an 
invitation they readily accepted, to establish the first Municipal Welfare Service in 
Britain. 

By the early years of the present century Manchester had sixteen visitors on their 
staff, some voluntary and others whole-time salaried municipal workers who, between 
them, were carrying out some 1,000 to 1,500 home visits a year. So successful did this 
system prove that by 1905 over fifty other local authorities had inaugurated similar 
services, calling their visitors by many different titles, amongst them “ sanitary inspec- 
tors” and “health visitors”’. 

It was not now long before all those interested in mothers and children recognized 
that they were basically striving independently for the same ends, and the realization 


matured with the passage of the Maternal and Child Welfare Act, of 1918. Further [ 


consolidation followed with the publication of the Health Visitors’ Training Regul: 
tions by the Board of Education. 

The problem of a high infant mortality rate with a falling birth-rate was also one 
that faced France in the second half of the last century. Tackling it from another 
angle, Pierre Budin (1846-1907) in 1882 established at the Charité Hospital, Paris, a 
“Consultation de Nourissons” where advice on infant feeding was offered only to 
mothers delivered in that hospital, but two years later in 1894, Dr. Leon Dufour 
opened a ‘“‘Goutte de lait” at Fecamp, with the object of stimulating a general interest 
in infant feeding and especially to encourage breast feeding and disseminate knowledg 
on hygienic feeding at home. 

The scheme became popular overnight and rapidly spread through the country 
even to beyond its boundaries, and five years later in 1899 a Milk Depot was opened 
in St. Helens, Lancs. It provided safe and suitable artificial feeds for infants of all ages 
and took every opportunity to encourage natural feeding. By 1go1, Ashton under 
Lyme, Liverpool and Dunkenfield had opened similar depots, and by 1905 man\ 
others were offering advice and guidance on mother and baby craft. 

That year the first international conference on infant welfare was held in Paris, 
attracting delegates from twenty-two countries. No official British representative wa 
present, but the few who attended privately, convinced at the value of the meeting 
were, on their return to Britain, instrumental in having the first international gathering 
on infant mortality meet in London in 1906 under royal patronage. 

In 1914 the Local Government Board proposed making grants available to advance: 
maternal and child welfare work, in a scheme by which both local authorities and volun- 
tary bodies could qualify for assistance, and at the same time the decision was taken to 
include the pre-school child. Other proposals, including several Acts of Parliament, 
notably the Notification of Births (Extension) Act of 1915, helped the movement gait 
ground over the war years 1914-18, and the number of clinics rose from 650 in 1915 
to 1,278 by 1918. 

From these several sources and through innumerable vicissitudes, the Maternit 
and Child Welfare Service has grown and matured, incorporating new ideas as the 
have arisen, its sole object being to improve the health and happiness of mothers ant 
children and the conditions in the homes and families to which they belong. I: 
Britain today this comprehensive service is accepted by the public without questio! 
as the natural heritage of all infants and young children, though few realize how massi¥ 
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a gap has been bridged in less than a century. The very helplessness of childhood 
which caused its undoing and let it fall victim to the basest and vilest sides of man’s 
nature, is today the keystone bonding together the many services, voluntary and statu- 
tory, which have evolved that the child may enjoy the right to live, grow and develop 
in a happier, healthier and better enlightened environment. 





THE CHANGING PATTERN OF PULMONARY TUBERCULOSIS 
BY 


R. A. CRAIG, M.D., B.SC., M.R.C.P. 
Consultant Chest Physician, Bristol Clinical Area 


Suffering and evil are nature’s admonitions; they cannot be got rid of; and the 
impatient attempts of benevolence to banish them from the world by legislation, 
before nebevolence has learnt their object and end, have always been more pro- 
ductive of evil than good. 

The Economist, May 1848—in opposition to Chadwick’s Public Health Act. 


In this country tubercle bacilli infect all who do not die prematurely. Few show 
signs of disease, but of those who do, go per cent. die unless they have specific treat- 
ment. In an acute infection with a similar mortality the fatal effect of infection is 
obvious. But in tuberculosis this is obscured by the duration of the disease. So mis- 
conceptions flourish; preventive and theraputic measures are delayed, and their effect 
is difficult to assess. 


INCIDENCE OF PULMONARY TUBERCULOSIS 


In a survey undertaken by Cochrane, Cox, and Jarman (1952) in the Rhondda Fach, 
a South Wales mining valley, 17,000 persons aged 15 years and over (89 per cent. 
the defined population) were mass X-rayed. Active tuberculosis was found in 1:2 
per cent. of men., and was infectious in 0-5 per cent.; it was found in 1-7 per cent. 0 
women, and was infectious in 0-7 per cent. Evidence of infection was found in a fur- 
ther 1°5 per cent., although, at the time of the survey, it had not been determined 
whether this was active or quiescent. In the worst age group in women, that from 20 
to 25 years of age, 3-2 per cent. had active disease, 2:3 per cent. active and infectious 
disease, and a further 5-2 per cent. showed evidence of active or quiescent infection. 
This survey was undertaken in a district where pneumoconiosis of coal mining is 
prevalent. The number of carriers of tuberculosis is probably greater than elsewhere, 
because of the association between pneumoconiosis and tuberculosis. It is unlikely 
that the high figures obtained in this survey are applicable to the whole country, al- 
though it is interesting that the rate of tuberculin conversion obtained in children was 
no higher than in many urban areas. 

Nevertheless if a conservative estimate of o-1 per cent. undiagnosed active cases of 
pulmonary tuberculosis in a community is taken, there are over 400 such cases at large 
in Bristol. ‘This figure is more than justified by the findings of the mass X-ray units 
in this city. There is thus a large reservoir of infection formed of these undiagnosed 
patients, and those patients in whom treatment has failed to cure the disease. So we are 
as yet a long way from eradicating tuberculosis. If there were this number of cases of 
typhoid, cholera, or plague in Bristol, there would be an immediate outcry. Yet the 
present situation is accepted with little comment, perhaps because it has been with us 
so long that we are used to it. But the deaths which occur from tuberculosis may be 
as unnecessary and as preventable as those which result from one of the more florid 
and dramatic infections. 

Table I shows that there has been no recent downward trend in the number of new 
notifications in Bristol. Notifications are not an entirely reliable measure of the pre- 
valence of infection. There has been a tendency to notify cases more readily than in 
the past, and therefore an increasing number of cases with minimal lesions who may 
never require treatment are included. This is desirable since a search can then be made 
for a source of infection in a minimal case, as well as in a more advanced one. Earlier 
diagnosis is obtained in an increasing proportion of cases, and patients, when notified, 
now have on the whole less extensive disease, and consequently respond better to treat- 
ment. The figures obtained by Geddes (1952) in Birmingham lend some support to 
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these views. He found that of male cases notified in 1935 25 per cent. were sputum 
negative, Whereas in 1945 the figure was 34 per cent. Corresponding figures for women 
were 26 per cent. and 38 per cent. 


TABLE I 


PULMONARY TUBERCULOSIS 
Number of Notifications in Bristol 








Number Notifications Number Notifications 
of per of per 

Year Notifications 100,000 Pop. Year Notifications 100,000 Pop. 
1910* | 493 129 1950 495 112 
1920 1,062 281 1951 598 135 
1930 617 157 1952 582 131 


1940 | 437 | 131 1953 | 504 | 113 
| | | 





*Notifications made in this year were on a voluntary basis. 


DECLINE IN THE MORTALITY RATE 

Cox (1936) and Bradbury (1946) studied the five-year survival rate of all patients 
treated under the Lancashire County Council Scheme. Comparatively few patients 
were lost sight of or died from some other cause. Of the 1,230 patients treated in 1930, 
63 per cent. had died of tuberculosis within five years, and only 27-9 per cent. were 
known to be alive, all requiring treatment, or at least regular X-ray surveillance. ‘Ten 
years later the figures showed little change. In 1940 1,178 patients were treated; 58 
per cent. had died, and 33-6 per cent. were alive five years later. These figures included 
both sputum-positive and sputum-negative patients. Thompson (1942) reported on a 
series of 406 sputum-positive cases in the County of Durham. 42 per cent. had died 
within one year of diagnosis, and 88 per cent. within ten years. This finding of almost 
a 50 per cent. mortality within the first year following diagnosis was common at this 
time. It represented a failure both in early diagnosis and in treatment. 

Geddes (1952) has studied the five-year survivorship of patients in Birmingham. 
For men diagnosed in 1935 this was 23 per cent., in 1940, 23 per cent., in 1945, 
57 per cent., of whom 61 per cent. were quiescent or arrested at the date of the survey 
in 1950. In women the corresponding figures were 27 per cent. for 1935, 20 per cent. 
for 1940, and similarly there was no evidence of improvement until 1945 when the 
figure of 47 per cent. was obtained, of whom 75 per cent. were quiescent or arrested. 

Table II shows the number of deaths and mortality rate for Bristol. Statistics first 
became available in 1881, and from then until 1910 there was a slow decline in the 
mortality rate. This then remained fairly stationary, apart from a temporary rise in 
wartime, until 1930. In the early thirties the rate began to decline until this was again 
arrested ‘by war. The fall began again in 1948, and in 1951 and 1952 the rate of decline 
was greater than any experienced previously. The mortality rate fell by 44 per cent. 
in the forty-nine years between 1881 and 1930, by almost 50 per cent. in the ten years 
between 1930 and 1940, and by 50 per cent. in the two years between 1950 and 1952. 

The significance of these figures is difficult to interpret. During the Industrial 
Revolution the population was increasing, and becoming steadily urbanized. People 
were coming in from the country to live and work in larger and more crowded 
communities, in which the spread of infection could more easily take place. Under 
these conditions, the resistance of the population was rising, due to the elimination of 
highly susceptible families by natural selection. The heavy incidence of the disease 
in women of child- bearing age tended to limit the size of these families, and the intro- 
duction of infection into them was more likely to occur in urban communities, because 
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TABLE II 


PULMONARY TUBERCULOSIS 
Number of Deaths and Mortality Rate in Bristol 


A A 














Long-term Trend Short-term Trend 

| Number Deaths Number Deaths 

Year | of | per Year of per 
Deaths 100,000 Pop. Deaths 100,000 Pop 

1881 | 341 166 1944 225 | 55 
1890 | 326 149 1945 252 61 
1900 | 415 127 | 1946 236 57 
1910 | 354 93 1947 241 56 
1920 | 392 98 1948 208 48 
1930 | 393 IOI 1949 194 44 
1940 | 235 51 1950 | 182 | 41 
1950 | 182 41 1951 | 150 | 34 
1953 | 93 21 1952 | gi | 21 

1953 | 93 | 21 





of the greater risk of one member of the family becoming infected. Once established 
in a family, the disease might kill one of the parents and three-quarters of the children, 
Following the Industrial Revolution, a slow improvement in nourishment, and in 
housing and working conditions began. This has continued with increasing momen- 
tum to the present day. 

In addition to these social and epidemiological considerations early diagnosis has 
played a great part in the reduction in mortality. There has been a change in the atti- 
tude of the general public to tuberculosis, to which the improved results of treatment 
have contributed. The old secrecy and fear of the disease have been largely replaced 
by anxiety, if the disease is contracted, that it has been detected in time. This en 
has led patients to an increasing readiness to report suspicious symptoms to their 
doctor. The provision of X-ray facilities for general practitioners has in turn led to 
earlier diagnosis. The work of the mass X-ray units has educated the public that 
serious pulmonary disease may exist with little or no apparent disturbance of health. 
The radiological examination and tuberculin testing of contacts provides early diagnosis 
in a group of the population which is subject to the greatest risk. 

It is only in comparatively recent years that specific treatment has been applied on 
a sufficiently wide scale to influence the mortality rate. The figures in Bristol show that 
the effect of this was far greater than that resulting from the slow decline due to social 
and epidemiological factors. When streptomycin and other chemotherapeutic agents, 
and the resources of thoracic surgery became freely available, the effect on the mortal- 
ity rate was dramatic, as the figures for 1950 and 1952 show. 

In support of the theory that this increased rate of decline was due to the improved 
results of treatment, the number of deaths occurring in Bristol divided into age groups 
is shown in Table III. In the 15-45 age group, the number of deaths fell from 26g in 
1930 to 40 in 1953, a decline of 229 deaths. This is the agé group which responds 
most readily to treatment. In contrast there has been little change over this period in 
the number of deaths occurring over 65 years of age. At this age the limitations of 
cardio-respiratory function make it impossible to carry out collapse measures or re- 
section, and patients respond poorly to chemotherapy. There has been a considerable 
fall in the 45-65 age group, but this is much less than that which has taken place in the 
younger age group. Response to treatment in this group is variable; if general it 1s 
less with advancing years. 

It is uncertain whether the mortality rate will rise or fall in the future, but it seems 
unlikely that there will be any further profound fall as a result of advances in treatment. 
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| More new cases will be cured which formerly would have died, but this will be offset 


by the death of patients in whom cure has not been obtained, and in whom treatment 
has merely postponed the inevitable end. It is only by lowering the incidence of tuber- 
culosis that it is possible to hope for any further considerable reduction in the 
mortality rate. 


TABLE Ill 


PULMONARY TUBERCULOSIS 
Number of Deaths by Age Groups in Bristol 

















Number of Deaths by Age Groups in Years 

Year | : gee eee oe 

| cay 

| os | se | oes | 15-45 | 45-65 | 65+ | Bhs od 
1930 ° | 2 | 2 | 269 | 95 25 393 
1940 o | 2 3 | 40 | 81 | g | 235 
1944 | I ° = | 498 61 | 20 | 223 
1945 ° 2 3 142 86 | 19 | 252 
1946 z 4 2 126 77 24 | 236 
1947 = | = | I 131 go eS |) 24s 
1948 oh | I I | 107 74 «| 25 | 208 
1949 I 3 I | 102 69 18 | 194 
1950 | ° 4 | ° 83 75 21 | 182 
1951 ° ° 2 66 63 | 19 | 150 
1952 I ° ° <a AE | 16 | OI 
1953 ° ° ° 40 | 37 16 | 93 

















TREATMENT OF PULMONARY TUBERCULOSIS 


Twenty years ago treatment of pulmonary tuberculosis gave poor results. Sana- 
torium treatment, a period of bed-rest followed by graduated excerise, makes the 
difference between life and death only in a comparatively small proportion of patients. 
Onan average, its effect is little more than to prolong life by the period spent in hospital. 
Almost all the forms of specific treatment in common use today were first attempted 
with variable success many years ago. Cantares in 1885 and Babes in 1888 tried to use 
living saprophytic bacteria and bacterial products as antibiotics. Artificial pneumo- 
thorax was performed by Forlanini in 1894. Pneumoperitoneum was used for tuber- 
culous peritonitis in 1893 by von Mosetig-Moorhof and Nolen. The first attempts at 
thoracoplasty were made in 1885 by de Cérenville, while lung resection was carried 
out as long ago as 1881 by Gluck, Schmid, Block and Biondi. Of no less importance 
in the fields of diagnosis and prevention, X-rays were discovered by Réntgen in 1895, 
and Bacille Calmette-Guérin was isolated in 1908. 

The development of these varied techniques was a slow process. Even in 1939 the 
importance of radiology in the diagnosis and the control of treatment was not fully 
realized, and many chest clinics did not possess X-ray equipment. ‘Thoracic surgery 
was relativ ely undeveloped, and was not freely available in many parts of the country. 
The commonly used methods of treatment were artificial pneumothorax, phrenic 
crush, and to a less extent thoracoplasty, which was not then the safe and satisfactory 
procedure it is today. 

The discovery of streptomycin by Waksman in 1944 revolutionized the treatment 
of tuberculosis. It was the first compound capable of exerting a specific therapeutic 
action against the tubercle bacillus. Since then the discovery of para-amino-salicylic 
acid, isoniazid, viomycin, and terramycin has brought an increasing range of anti- 
bacterial agents into use. Before the days of chemotherapy, the defence mechanisms 

of the body might arrest the disease in a favourable case, but usually after considerable 
areas of lung parenchyma had been permanently destroyed. Now with antibacterial 
treatment the process of recovery is so accelerated that recent lesions may undergo 
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complete or partial resolution and chronic lesions may become isolated by compara. 
tively healthy lung tissue. In almost all patients the advance of infection can be halted, 
while previously many deteriorated in spite of treatment. This in itself is important 
because it gives time for increasing resistance to infection to develop. The resolution 
of infiltration and of endobronchial disease, and the closure of cavities are all greatly 
aided by antibacterial treatment in combination with strict bed-rest. In an early case 
this alone may be sufficient to control the infection, but in many patients temporary 
relaxation of the lungs by minor collapse therapy, which includes artificial pneumo- 
thorax, phrenic crush and pneumoperitoneum, has to be carried out to obtain further 
improvement, and to diminish the risk of relapse. In a favourable case by the time 
refills are abandoned the lesions are firmly healed. With major surgery available for 
the more destructive lesions, the indications for minor collapse therapy have been 
narrowed, and relapse and complications from its over-use, such as empyema in pneu- 
mothorax, are seldom seen. At the same time this method of treatment, especially 
pneumoperitoneum with or without phrenic crush, has been more widely used in 
recent years, and has made a significant contribution to the improved results of treat- 
ment, particularly in those patients who used to receive sanatorium régime as their 
sole mode of treatment. 

Chemotherapy has also improved the results of major surgery. In fact the complica- 
tions of lung resection were prohibitive before its use. Chemotherapy is of value in 
preparing a patient for operation, and in combating post-operative spread of infection 
and other complications. Antibacterial treatment, sometimes with a preliminary period 
of minor collapse therapy, makes it possible to carry out successful surgery in patients 
with gross disease, for whom previously little could be done. Advances in anaesthesia 
and blood transfusion, and developments in surgical technique have all contributed to 
the satisfactory results of present-day surgery. 

The greater use of bronchoscopy, respiratory function tests, and of radiology, in- 
cluding tomography and bronchography, has added to our knowledge of the disease, 
and is of value in determining the type of treatment most suitable for individual 
patients. The culture of sputum, gastric contents, and laryngeal swabs has enabled 
more critical tests of quiescence to be applied following treatment. 


CONTROL OF PULMONARY TUBERCULOSIS 


Tuberculosis has long presented a difficult epidemiological problem, but it is now 
possible to hope for a solution. With the improved results of treatment the majority 
of patients return to their homes and work no longer a source of infection to others. 
Until this state of affairs was reached, the discharge from hospital of patients in whom 
treatment had failed continually added to the human reservoir of infection. Hence 
effective treatment is one of the essentials of a tuberculosis control programme. In 
this connexion the emergence of tubercle bacilli resistent to chemotherapeutic agents 
is a cause for some alarm, for if a significant proportion of patients in the future become 
infected at the onset of their disease with bacilli resistent to all known chemotherapeu- 
tic agents, then treatment will not be successful in many cases. There may thus be 
some danger in failing to implement a campaign against tuberculosis at the present 
time. 

However, all the advances in treatment which can at present he foreseen will certainly 
not by themselves erradicate tuberculosis. To achieve this end it is necessary to use 
every resource of proven value simultaneously, since no single measure is successful 
in all cases. ‘There are always failures in prevention, early diagnosis, and treatment, and 
therefore it is essential to provide defence in depth against tuberculosis, so that where 
one measure fails other measures may limit the harm to the community which would 
otherwise result. 

The prevalence of infection has to be lowered, and the resistance of the community 

raised to control tuberculosis, so that the spread of infection from person to person is 
made more difficult. Health education, improved social conditions, and better nourish- 
ment, housing and working conditions are important, but these non-specific factors 
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are slow in action. Progress in this direction depends upon the economic state of the 
community, and is consequently outside the scope of medical influence. More direct 
methods have to be used, which are specific in their effects. 


B.C.G. VACCINATION 

B.C.G. vaccination provides a method of raising the resistance of the community. 
There is a considerable body of evidence in support of its beneficial action, but, before 
any firm opinion can be expressed, the outcome of the trials at present being conducted 
by the Medical Research Council has to be awaited. B.C.G. vaccination can only 
revent the immediate or remote effects of primary infection. The period of protection 
which it gives remains doubtful, and it may be necessary for tuberculin testing, follow- 
ed by revaccination in the case of a negative result, to ‘be repeated periodically in the 
life of an individual. 

It cannot prevent the effects of superinfection or reinfection, any more than can a 
naturally acquired primary infection. The degree of success in post-primary infec- 
tion which can be achieved depends on the ratio of disease directly due to primary 
infection to that caused by superinfection or reinfection. More evidence has been 
obtained in recent years of the remote dangers of the primary infection. The wide- 
spread use of B.C.G. vaccination should materially lower the incidence of tuberculosis 
in children, adolescents and young adults. 


TUBERCULIN TESTING 

The routine tuberculin testing of schoolchildren can be used as an effective prevent- 
ive measure. The progressive elimination of the bovine type of bacillus from milk 
supplies has made it likely that the tuberculin conversion of children and adults is due 
to infection by the human type of bacillus as a result of contact with an open case of 
pulmonary tuberculosis. As a corollary to this, infection is occurring later in life. A 
positive tuberculin test in a young child is therefore significant, unless B.C.G. vaccina- 
tion has been performed. It is a useful measure to test all children entering a nursery 
or school with tuberculin, and to retest each year those children who remain negative. 
Whenever tuberculin conversion is obtained, both the child and his contacts should be 
examined radiologically. Employing this method, Parkes (1952) found 29 cases of 
active, healing, or healed primary infection in 100 school entrants who were tuberculin 
positive on testing. In 16 cases the adult contact was previously known, but 4 cases of 
unsuspected pulmonary tuberculosis were discovered amongst the adult contacts. 
MacDougall, Mikhail, and ‘Tattersall (1953) found one new adult case for every 250 
tuberculin tests performed in children aged 3 to g years. 


MASS RADIOGRAPHY 

Mass X-ray is not a preventive measure but a method of early diagnosis. Neverthe- 
less it has a valuable preventive function, since a case may be detected before there has 
been time for another individual to be infected, or before the disease has become so 
extensive that cure is impossible, and the patient in consequence a source of infection 
to others for the rest of his life. A patient with an infection of acute onset soon reports 
to his doctor, the diagnosis is made promptly, and the response to treatment is usually 
good. But pulmonary tuberculosis develops in many ways from the acute to the 
insidious. In chronic cases the disease does not usually progress steadily, but proceeds 
in a series of minor or major recrudescences alternating with periods of quiescence 
or even partial recovery. ‘The onset of symptoms is so gradual, in all but the acute 
forms, that it may long escape the patient’s notice. When he does report to his doctor, 
it may well be with the symptoms of extensive infection or relapse, rather than of 
incipient infection. 

Regular chest radiography for the adult population at yearly intervals is the only 
solution to this problem. It is argued as a point against this policy that extensive dis- 
ease can develop within one year of a normal X-ray, or for that matter within three 
months. But this is an exceptional event, and moreover, when the onset is acute, the 
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patient usually soon seeks medical advice. An X-ray service for general practitioners 
provides especially for this, while routine mass radiography provides for the diagnosis 
of the more insidious forms. 

Although it is clearly impossible to obtain a 100 per cent. attendance of a community 
at mass X-ray units each year on a voluntary basis, there are many indirect \ ays of 
tackling the problem. Whenever a patient attends hospital a chest X-ray can be taken, 
All in-patients, those attending out-patient and casualty departments, ‘and ante-natal 
and post-natal clinics can be X-rayed. X-rays can be taken in connection with occ upa- 
tion, Those employed in central ‘and local government, nationalized industries, civil 
defence, and in the armed forces, including those called up for training with the reserve 
can be X-rayed regularly. ‘The mass X-ray service in industry can be increased, and 
more public sessions made available. Children can be X- rayed i in their last two years 
at school. Although little disease is found at this age, it is useful for the idea of regular 
chest X-rays to be inculcated at an early age. Lastly there is the most difficult although 
important method, that of attempting to X-ray the whole population of a town or 
area within a specified time. 

The co-operation of general practitioners is essential to the success of these schemes, 
for only they know the whole picture of the patient and his environment. A negative 
report may be as valuable to them as a positive, and it is desirable that they receive 
reports of all chest X-rays, including those taken in the course of mass X-ray surveys, 
Where a patient has escaped X-ray, his own doctor can do much to persuade him to 
accept this. As the scale of mass radiography increases, the law of diminishing returns 
operates. For if tuberculosis is eradicated, then no lesions will be detected. The re- 
introduction of infection into this island could be avoided by X-raying those entering 
the country. 

CONTACT EXAMINATION 


The examination of contacts of tuberculosis patients radiologically and by tuberculin 
tests is a well-established procedure. It is usually limited to those in the household of 
the patient, but the contacts at his place of work are no less important. They are not 
usually examined because of the difficulties that might be created over the re-employ- 
ment of tuberculous patients. The incidence of infection is higher in contacts, because 
of exposure to infection or familial susceptibility, but there are sufficient new cases due 
to random infection to provide medical grounds for extending a similar, but less fre- 
quent surveillance, to the general population. As the scale of mass radiography and 
tuberculin testing increases, this is in effect what is happening. 


ISOLATION OF THE INFECTIOUS CASE 

The continued isolation of the chronic infectious patient is a difficult problem. As 
the pool of undiagnosed infectious cases is reduced by earlier diagnosis, provision for 
this becomes increasingly important. The indiscriminate return to the community of 
patients in whom treatment has failed would cause the failure of any full-scale anti- 
tuberculosis programme. When a patient does not respond to treatment in hospital, 
then the family should be rehoused, if necessary, before the patient returns home. 
Good housing and nourishment, the full use of B.C.G. vaccination, the education of 
the patient in hygienic matters, and the safety measure of repeated examination of all 
contacts should provide a reasonable degree of protection for the family. Hostels are 
required for those patients, usually elderly men, who have no home to go to. 

The infectious case is a danger in open industry as Stewart and Hughes (1951) have 
shown. The provision of sheltered employment is essential to protect not only the 
patient, but his co-workers. Some of the adv antages of rehousing, hostels, and shel- 
tered employment are lost, if these are situated in towns where patients will mix 
freely with the community. 

So far the limited facilities available for voluntary segregation have prevented any 
serious attempt to discover what proportion of infectious patients would be willing to 
make use of them, if they existed. There seems to be no satisfactory evidence that the 
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diagnosed infectious case is substantially a less risk to the community than the un- 
diagnosed. Too much reliance should not be placed on the value of the education in 
hygienic precautions which a patient receives. Colonies provide the ideal solution for 
infectious patients. At present they are few in number and far from the homes of the 
majority of patients. Much more could be achieved, if there were colonies on the peri- 
phery of all large towns, with houses for those with families, hostels for those without, 
suitable sheltered employment to meet differing needs, and facilities for shopping and 
recreation on the spot. 


FINANCIAL CONSIDERATIONS 


The cost of an anti-tuberculosis programme is a factor which cannot be ignored, but 
the additional expenditure incurred must be related to economies which may be sub- 
sequently obtained in the treatment and care of patients. The cost of treatment of 
pulmonary tuberculosis is high, seldom less than £200 for each patient. Where treat- 
ment has to be prolonged because of the presence of extensive disease, this figure may 
rise from {£400 to £500, or even to £1,000. In addition to this, prolonged treat- 
ment or supervision at outpatient departments follows in-patient treatment. There is 
the expenditure borne by the General Medical Service in domiciliary treatment, and 
by the Local Health Authorities in the provision of health visitors, and home nursing. 
Most patients receive substantial sums from the Ministry of Pensions and National 
Insurance, and the National Assistance Board. These benefits may be continued long 
after the patient has left hospital, or for the rest of the patient’s life if he is incapable 
of resuming work. In Industrial Rehabilitation Units, 20 per cent. of patients are there 
on account of tuberculosis. The Ministries of Labour and Education are involved in 
further expenditure on training courses prior to re-employment. There is the cost of 
the mass X-ray units, and the expenditure of the Local Health Authorities on preven- 
tion. All this adds up to a large sum, not far short of {1 per head of the population 
in Bristol. Over and above this expenditure, is the loss to the community of the indi- 
viduals’ productive capacity, which, although it cannot be estimated, nevertheless 
represents a considerable sum. 

Tuberculosis is almost alone amongst diseases in this country, in that it is possible to 
look forward with some confidence to a reduction in expenditure in the future, but 
this is so only if greater resources are made available now. The cost of X-raying the 
whole of Bristol would be substantial, but it would only add three shillings per head 
to the amount at present spent. This expenditure would be recovered, if, due to a 
lower incidence or earlier diagnosis, the number or length of stay of patients in hospital 
was reduced by one-third. The saving in expenditure on the various forms of sickness 
benefit and after-care arrangements would represent pure profit. 

At the present time chronic infectious patients are retained in hospital because they 
have no suitable homes to go to, and there are no hostels for them, or they are dis- 
charged in the absence of suitable arrangements, to spread infection at random. Often 
these patients, with a poor background and without homes, are those least likely to carry 
out hygienic precautions. In the first case these patients are retained in hospitals, which 
provide facilities which they do not require; this is uneconomical. In the second case 
the cost of treatment of those infected by random infection may well exceed that of 
making proper provision for these infectious patients. 


CONCLUSION 

The present situation in regard to prevention of pulmonary tuberculosis is similar 
to that of treatment a decade ago. The universal use of specific and effective methods 
of treatment, which have become available during this period, has resulted in a great 
decline in the mortality rate. The non-specific methods of treatment, bed-rest, fresh 
air, and good food ,can be compared to the non-specific methods of prevention, good 
housing, good working conditions, and good nourishment. Although these form the 
essential basis of treatment and prevention respectively, they are slow in their effects 
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on the mortality rate and incidence. If any fall in the incidence of the disease compar. 
ble to that which has occurred in the mortality is to be obtained, then specific meth. 
ods of prevention will have to be developed on a wide scale. That prevention is bette; 
than cure is an easy catch phrase, but the application of widespread preventive mea. 
ures is difficult in tuberculosis, depending as it does, on the continued co-operatioy 
of the general public. There is no easy solution, no single potent remedy for th 
eradication of tuberculosis. Success can only be obtained by the full application of 
every measure of proven value. 


Tables I, II and III are based on statistics made available by the Health Departmen = 
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THE GENERAL AND THE SPECIAL IN MEDICAL PRACTICE 
BY 


E. M. BLUESTONE, M.D. 
Consultant, Montefiore Hospital, New York City 


Differentiation and the division of labour, which characterized the Industrial 
Revolution and influenced the progress of civilization, have been at work in the prac- 
tice of medicine. Whatever value one may place on the logic of these phenomena, the 
effect cannot be the same in medicine where there is no such thing as independent 
tissue, and in industry where there is. In the one case we relate man to man and in the 
other we relate man to a machine or part of a machine. The mechanistic conception 
of medical practice may have had its day when such specialities as modern surgery and 
physical medicine were first hailed for their technical excellence. This conception has 
been modified however under the influence of the psychosomatic principle which for- 
bids the segmentation of any sick person in the presence of his physicians. We have 
come full circle now with the realistic application of the fundamental truth governing 
the relation of body and mind to each other. The most recent of the medical sciences, 
namely, Social Medicine, is in fact nothing more than the aggregate of these new con- 
cepts on behalf of the individual in relation to his environment. We can and should 
differentiate, and see that labour is divided efficiently among specialists, but they must 
be within sight and hearing of each other if the result is to be constructively synthetic. 
Anything that willl neutralize the handicap of illness in the struggle for existence and 
reduce “‘man’s inhumanity to man”’ should be welcome. 

Though all-pervasive, the practice of medicine has not yet reached its full organiza- 
tional growth and social potentialities. There is something wrong with the interpreta- 
tion of “‘general’”’ and “special”, to give only one example. How can we successfully 
select and apply the appropriate techniques of industry and its factories, of commerce 
and its market place, to medical practice? How can we modify them, and provide them 
with any safeguards that might be necessary to protect all parties to the arrangement? 
Specifically, what is the meaning and the practical significance of the general and the 
special in the private and public practice of medicine, and of the general hospital and 
the special hospital? Can we draw up rigid terms of reference for each of them? Is 
there a sharp line of demarcation and, if there is, where approximately is it located and 
how is it identified, assuming that its point in space can be fixed with a reasonable 
degree of accuracy? If there is not, how can we achieve flexibility so that the general 
and the special may be blended in accordance with the requirements? 

As we continue in this questioning mood we find ourselves invading the territory 
assigned to, or assumed by, the general practitioner of medicine on the one hand, and 
the specialist (sometimes referred to as consultant, when he is not in direct control of 
the patient) on the other; of the general hospital and of the special hospital and the 
traditions which restrain them. The psychology of the “empire-builder” must be 
taken into consideration. Have we been drifting in response to immediate social and 
medical pressures and tensions, meeting situations as they arise and responding in 
direct proportion to the urgency of the call, or have we been planning with more perm- 
anent gains in view, in a balanced effort to achieve stability without sacrificing flexibil- 
ity? Urgency of the call, I might add, though attractive as a stimulant to planning, is 
inadequate because it is too often temporary, subjective, unreliable, subdued, and 
dependent on the strength (or feebleness) of the caller. Planning must go far beyond 
the acute stage of illness. 

What, specifically, is the domain of general practice and what of the specialities or 
consulting services? I remind my readers here that we are labouring in a field of 
thought where the principles of medical care are eternal and therefore universally 
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applicable. Translated into practice they should be independent of medical and hospi- 
tal economics, in the sense that what is best for the patient, within reason, is best and 
least expensive in the long run for the community in which he lives and to which he 
contributes when he is well enough to do so. Whether the patient pays his own way, 
shares the cost of medical care with philanthropy, or is covered by a national policy of 
medical care, his needs remain the same. In Great Britain, the United States, or 
Russia, three countries in which methods differ radically from each other, the identity 
and interdependence of general and special must remain the same. We are therefore 
free to state principles based on a staggered list of requirements, depending not so 
much upon the subjective urgency of the call, as upon the need as it is seen objectively, 
When a man modifies the strength of his call in response to fear of the fee-for-service 
principle he may be imposing a later burden on his community. This becomes a pen- 
alty for the inaction of the moment. The success of an organization may be seen in its 
communal usefulness and the lessons which it teaches may be learned in a positive as 
well as in a negative way. It surprises me that hospitals, general and special, do not 
devote as much time and energy to the analysis and interpretation of the work which 
they do not perform—which they actually reject—as they do to the work which they 
welcome and perform. It is quite as important to know in what respects the community 
in which the hospital functions (including its doctors) is served, as it is to know in what 
respects it is not served—and why. 

The general practitioner, in all cases where the situation is justifiably under his con- 
trol, is presumed to be in possession of the fundamentals of medical knowledge for 
everyday use, supplemented by sufficient information about the specialties to enable 
him to decide when he can proceed under his own power, when to share responsibility, 
and when to transfer it. He is closest to the patient over a longer period of time and 
the evidence which he gives should therefore be respected. It is literally true that it 
the practitioner were not in existence he would have to be created. He is indispensable, 
and not expendable. As an inheritor of the traditions of healing he has borne the torch 
of medical learning through the ages. Since his group does not, as a rule, belong to the 
creative echelons of scientific medical effort, there is all the more need for bringing to- 
gether teacher and student in this useful area of human activity. The general practi- 
tioner derives his skills from a combination of teaching specialists. If the practitioner 
has not adjusted, or been adjusted, to the time, place and other circumstances in which 
he must pass his professional life, who shall say that the fault is his alone? Has oppor- 
tunity for continuous interplay betw een general and special, and between routine and 
research, been solidly based on sound organization and administration, and has it been 
offered to him under a more promising system of rewards and punishments? ‘lhe 
arrangements must be such as to enable us to exploit the services of the practitioner to 
the limit. Can we report that scientific opportunities have corresponded in reasonable 
measure to the available talent in general practice? Have not our hospitals closed their 
eyes and ears, as well as their doors, to his voiced—and unvoiced—needs, often con- 
demning him to practice medicine based almost entirely on memories going back to 
medical-school days? What can it profit us if we qualify him and send him forth for- 
ever endowed with the legal right to depend almost entirely on the knowledge which 
he has acquired up to the date of the issuance of his diploma. Educational responsi- 
bility cannot end here. In spite of standardizing agencies, .certification for special 
qualifications, and other controls, he is still under the protection of the law, the while 
he is beset by inducements, temptations and distractions which too often lead to petty 
if not gross malpractice. 

My emphasis here is on the hospital, and the highly placed staff which gives it stand- 
ing, in relation to the practitioner who is compelled to carry on alone under the smart- 
ing disregard which is so frequently his portion. Another point for memory here. An 
insecure physician means an insecure patient, and insecurity refers not alone to finan- 
cial income but also to educational adequacy. It is wrong to make invidious compar'- 
sons between general practitioner and consultant-specialist based on relative position 
with respect to the hospital. 
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Those who feel that the wider distribution of the educational opportunities of the 
hospital to put an end to the isolation and current inadequacies of the suppressed prac- 
titioner would be “‘caviare to the general’’ have prejudged the case and come to a hasty 
conclusion. Such a verdict of condemnation would have to be supported by substitute 
jdeas of a constructive nature. What would the plan of organization then be and how 
would it be maintained? The frustrations of the practitioner are only partly of his 
making and are based on the difficulty of maintaining a bold front in the presence of the 
patient while a hostile, though well placed, minority in the medical profession looks on 
with uplifted eyebrows. Yet it is an elementary rule of pedagogy that resistance in the 
student caused by ridicule, sarcasm, or failure to understand the relationship can only 
be overcome in one obvious way. There is more than a hint of the remedy in the thought 
that every bed in every hospital, no matter where it is located or by whom occupied, is 
potentially a teaching bed and potentially a research bed. 

We are all familiar with the pathologist who has been endowed by the creator with 
hindsight which enables him in unguarded moments to hint somewhat carelessly about 
the inferiority of those who missed their opportunities during the lifetime of the patient. 
His special diagnostic skill is admittedly superior to that of the physician whose ability 
to penetrate medical mysteries may be limited by the facts of life. Boastfulness comes 
naturally to the favoured worker who is successful, but it can be distressingly irritating 
when it is exhibited in the presence of a colleague who, because of his natural limita- 
tions, has appealed to him for help. Between the post-mortem diagnostician who is 
uninhibited in his search for the truth and not exposed to the pitfalls of prophecy on 
the one hand, and the consultant-specialist who has the advantages of freshness, basic 
preparation of the case, and the prized opportunity of maintaining his skills and prestige 
as well as intensive training in a more favourable environment on the other, the practi- 
tioner is fortunate who can survive with dignity and self-respect. What I am trying to 
say here is that he must be judged more understandingly, more sympathetically and, 
above all, more helpfully, by those who are better placed in medical life and who must 
be called in when he has come to the end of his line. 

What do we find on the other side of the picture as we analyse the absolute and 
relative position of the consultant-specialist? Assuming that the outline of his duties 
has been accepted, which is not often the case—witness the current dispute between 
the position of the internist and the paediatrician with respect to the stage of childhood, 
or the status of nose-and-throat medicine in an antibiotic age—what allowance is made 
for overlapping of activity and how much for constriction of view? The general prac- 
titioner who eventually narrows his professional activity down to one specialty should 
not thereby move into the rarefied atmosphere of the ivory tower. It is significant that 
the reverse movement, from special to general practice, almost never takes place. 
Once a specialist always a specialist, and here too the lesson is that we must not only 
have respect for selective interest on the part of qualified men, but for general interest 
on the part of those who are gifted that way. Whatever cleavage may prevail socially 
between the less remunerated and the more remunerated must not be carried over into 
the area of medical activity for we should then be placing a false premium on the ser- 
vices of the man whose fee is higher, and particularly in the presence of a patient who 
judges therapeutic values in this quaint way. We shall not understand the relationship 
tully if we condone and perpetuate a second-class status for the practitioner. The man 
who plunges directly into a speciality without general preparation is even more handi- 
capped, unless he is temperamentally adjusted to the presence of the general practitioner 
on strategic occasions. 

We have seen the rise of specialization as each of the sciences was applied to the 
practice of medicine. The physician who discovered early in life, and sometimes later, 
that he had mechanical talent, that he had nimble fingers which could successfully put 
damaged parts together, applied his energies to the field of surgery, general or special. 
The physician who discovered that he was good at chemistry, headed for the green 
pastures of internal medicine and some of its sub-specialities in particular. The one 
who had a flair for physics found himself in the area covered by physical medicine. 
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The mathematician among us took a long look at biostatistics and sometimes stayed 
with it. The one who saw possibilities in botany and zoology gravitated toward bac- 
teriology and sometimes pathology. In each case where talent was rewarded know- 
ledge flourished happily—sometimes oblivious of the fact that general practice is based 
on gifts of its own which may be of wider range, if not specifically definable, in the 
presence of a non-specific clientele. The untutored activity of the bone-setter is frowned 
upon by educated specialists—and for the excellent reason that the one is educated to 
his task while the other acts by instinct—yet both share a common demominator of 
selective interest. There is also the man who narrows his special proclivities down to the 
ludicrous pin-point of human anatomy or behaviour. A prominent wag who flourished 
in the last generation and disapproved of the ever-widening tendency toward special- 
ization, spoke of “specialists of the linea alba” which he foresaw in his humorous way, 
My late teacher, Cornelius Coakley, once told us, with a twinkle in his eye, that he had 
examined 100,000 nasal septa in his lifetime and had never found one that was straight! 
He was talking to future general practitioners, with a sprinkling of future nose-and- 
throat specialists among them. His remark doubtless made more of an impression on 
the former than the latter! And the man with lower-back pain who declined to see a 
gynaecologist for fear that he would advise a hysterectomy pointed up the lesson in 
spite of the absurdity of his humour. 

We must seek the answers to such questions under conditions where many of the 
circumstances appear to be dependent on emotional factors. Men with superior educa- 
tion and training, will continue to be impatient with those who, by nature or nurture, 
have been denied this opportunity. The man who solves the puzzle will exult in his 
victory, even though others may have built up the case for him and made the outcome 
more certain. Too often the victor tries to enhance his position at the expense of those 
who tried and failed, whose limitations he disregards. Forgetfulness too can play its 
part as the consultant-specialist unloads the past from his mind. ‘The dependence of 
the specialist on the general practitioner is less obligatory than the dependence of the 
general practitioner on the specialist. 

The moral as well as the legal law governing malpractice is broad enough to harmon- 
ize the relationship, if the virtues of group practice which we see at tts best in the modern 
general hospital are placed in a dominant position. We must have no general practitioner 
whom we have not surrounded by a complete battery of specialists available to him, and 
we must have no spectalist working independently of the general practitioner, except in 
those circumstances where he ts justified in taking over in the best interests of the patient. 
Thoughts like these can be incorporated in our code of ethics and in our organizational 
practices. In this respect the hospital plays a key role in the organization of an extra- 
mural (Home Care) programme, in addition to its intra-mural programme on an integrated 
and continuing basis.* It can remove with one stroke the ugly consequences brought about 
by inequalities of opportunity and education which intensify and keep burning the class 
struggle in medical practice. 

In the hospital we see group practice at its best and #t is in the extra-mural direction 
of its activity that we have our optimum opportunity to expose the general practitioner to 
the highest grade of medical practice by sustaining the high level of his medical education. 
Through such a plan, organizational differences and their consequences are minimized 
and each physician becomes more susceptible to the respect to which he is entitled. Ir 
this way we will at least have removed the predisposing, if not the exciting, causes for 
friction among physicians at the expense of the sick. The general and the special thus 
become interdependent, inseparable and, in fact, indivisible, each man contributing 
what he can contribute best. Setting the pace, the hospital can increase the wealth b) 
sharing it, and the general practitioner who serves in the rank and file can be restored 
to his honourable place as the defender of the medical faith. 

* See “The Principles and Practice of Home Care’’, Journal of the American Medical Associat 
14th August, 1954, vol. 155, p.p. 1379-82. 
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HAEMORRHAGE FROM A CAVERNOUS HAEMANGIOMA OF THE CORD 
CLINICALLY RESEMBLING AN ASCENDING MYELITIS 


A Clinical Pathological Conference of the University 
of Bristol Medical School 


CHAIRMAN: PROFESSOR T. F. HEWER 


Professor T. F. Hewer: The patient was a man of 68. Dr. A. G. Morris has sent me 
a letter in which he says that he knew the man for a good many years and had only 
attended him for mild respiratory infections until the last occasion when he had acute 
retention, so he sent him into hospital immediately. 

Mr. R. V. Cooke: This man was admitted under my care because of retention of urine 
for two days; the House Surgeon found that there were neurological signs. A physician 
then saw him and treated him in one of my beds. I did nothing for him and the whole 
course of events was under medical guidance. 

Dr. ¥. E. Cates: As you have heard, this man came in to hospital on the 24th March 
as an emergency with complete retention of urine for two days before admission. He 
gave the story that he was quite well until four weeks before admission when he noticed 
that he had a tendency to trip over things and that he could not keep his feet clear of 
the ground when walking. Then he noticed that his left leg felt numb in bed at night. 
About three weeks before admission he had a tight feeling around his tummy. He then 
lost sensation below the level of the constriction. On examination, there was a loss of 
power below the level of the waist with, at first, some spasticity and, to begin with, 
exaggerated knee and ankle jerks and, later, absent reflexes. All sensation was lost 
below the waist, but there was no band of hyperaesthesia. About two days later the 
sensory loss climbed up his body and he could not feel anything below the level of his 
shoulders. At that stage we were a bit out of our depth so we asked Dr. Campbell to 
see him. 

What could be the disorder of function causing these physical signs? ‘There was 
involvement both of sensory pathways with complete anaesthesia, and of the motor 
tracts because of the spasticity and loss of power. I presumed that the fact that he 
later developed flaccidity and hypotonia indicated that other tracts were affected as 
well. 

Where was the lesion? There seemed to be no doubt from the history and from 
physical signs that the disorder of function had climbed up the spinal cord. His sub- 
sequent course and results of investigations were those that you would expect in a case 
paralysed from the neck down: he developed respiratory infection with high tempera- 
ture and purulent sputum; he developed a large bedsore. He also had a urinary infec- 
tion which presumably spread from his bladder into his kidneys and was accompanied 
by rigors. He progressively went downhill, lost weight and fortunately died about 
five weeks after admission, on the 6th May. 

Dr. A. M. G. Campbell: I am sure I have very little to add to what Dr. Cates has 
already told you. We thought that he probably had myelitis. At that particular time 
Dr. Hoffman was preparing a paper on myelitis, so we asked him to see the case and 
I would like him to talk about what he saw at the time. 

Dr. H. L. Hoffman: Three or four years ago I saw a similar clinical picture in a young 
woman at one of these meetings, and it is because I am particularly interested in these 
cases that Dr. Campbell asked me to see this one. As you will hear later, this is a very 
good lesson not to diagnose everything as the particular condition you happen to be 
interested in at the particular moment! I thought this man was a case of acute necrotic 
myelopathy and that the fact that he had no knee and ankle jerks on one side and 
diminished ankle jerks on the other and one absent plantar response indicated that 
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there was no function in the lower part of the spinal cord because there was no suryiy. 
ing cord tissue to produce them. This is quite distinct from transverse myelitis wher 
the cord carries on a separate function below the lesion. That is what I thought he 
was at that particular time and he fitted in exactly with the other five cases I have seep 

Mr. R. V. Cooke: I saw this case a few days after admission and did suggest that j: 
might be a spinal tumour. 

Dr. Campbell: This was unlikely in view of complete absence of C.S.F. changes 
there was no block or rise in proteins. There was also the altering level which is un. 
characteristic in a tumour, although it does occur sometimes. We had no eviden¢: 
here that there was a tumour. The other point was that he had lost both knee an¢ 
ankle jerks. 

Professor Hewer then presented the post-mortem findings: 

This man was extremely thin and looked as if he had been ill for much longer thay 
he had been. There was an enormous sacral bedsore, also a bedsore on the left hip, 
left knee and left heel—there were none on the right side. The only changes other 
than those in the C.N.S. were a fairly large pulmonary embolism in the left pulmonar 
artery which had come from the left femoral vein which, with the popliteal vein, wa; 
entirely thrombosed. This was associated with phlebitis. Other changes included 
recent ascending infection of both ureters and an acute cystitis. ‘There was no question 
of any tumours anywhere within the abdominal or thoracic cavities. The skull and 
brain showed no change. When I came to the spine I was fully expecting to find an 
acute necrotizing myelitis. I removed the laminae of the spine noting there was ni 
tumour in any of them, paying special attention to T.2-3. ‘There was no sign of any 
tumour. On examining the theca, there was no sign of any swelling: it was quite loose 
and there was no block. I then opened up the theca and found that, at the level oi 
T.2, the posterior aspect of the spinal cord itself was bulging and measured 18 mn, 
in diameter at T'.2, 16 mm. at T.1 and 13 mm. at T.3. This was a considerable amount 
of swelling but there was no discoloration and no sign of exudate. The texture of the 
cord below that point felt quite firm: that was against the diagnosis of ascending necro- 
tizing myelitis, in which case the whole cord would have been very tense. There was 
not complete necrosis of the cord, so something had happened inside the cord sub- 
stance at that level. As it might be a vascular accident I carefully examined the vessels 
on the posterior aspect of the cord, before removing it, and found thay were all patent 
blood could be moved up and down them with the tip of a finger. On removing the 
cord from the spinal canal one could see a discoloured area anteriorly which was 
evidently due to haemorrhage within the cord (Plate XXII). On this anterior aspect 
the superficial vessels were also patent. After fixation I cut transverse sections through 
the cord at intervals and found a considerable fresh haemorrhage in the cord substance 
maximal at T.2. Histologically a section at this level showed a large cavernous haeman- 
gioma occupying the central area of the T.2 segment (Plate XXIII). Haemorrhag 
from this angioma had occurred in the past and haemosiderin deposits were scen 
alongside the vessels. The main haemorrhage was recent and was confined to the cord 
substance—a condition of haematomyelia. 

These cavernous haemangiomata in the central nervous system not infrequent} 
give rise to haemorrhage. Judging by the presence of all the haemosiderin in the sec- 
tion there had been small haemorrhages in the cord before the final fatal one. ‘This 
would explain the onset of symptoms some two and a half months before death. 

Mr. Cooke: Could we have done anything? How far down the cord had the haeman- 
gioma spread? 

Professor Hewer: It was a little difficult to determine because of the haemorrhage 
but the haemangioma occupied a large part of T.2 and extended a little way into both 
T.1 and T.3. It was difficult to see the limits of the angioma: there was haemorrhage 
as far as the lower level of T.4 but no angioma. The angioma could not possibly hav: 
been removed without causing a paraplegia. 

Question: Do you think Dr. Hoffman could explain the abolished knee and ankk 
jerks? 
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Spinal cord and theca: anterior view showing haemorrhage at level of 
second thcracic segment. 
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Photomicrograph of cavernous angioma within the cord. 
The dark granules in the interstitial tissue at the corner 


are composed of haemosiderin (x 160). 
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Dr. Hoffman: I saw the man after twelve days and it is conceivable that if the final 
haemorrhage was a fairly acute affair, which I think it was, spinal shock would be the 
explanation. The bleeding at first is ender extremely low pressure and that was prob- 
ably responsible for his symptoms in the early days. Then he had several sudden epi- 
sodes which produced the condition of spinal shock. In this condition, below the level 
of the lesion, everything is abolished, and in about three weeks time the transverse 
lesion manifests itself and the jerks come back. The other thing which is difficult to 
explain is why the central lesion of the cord should produce an ascending sensory loss, 
which is exactly the reverse of what you would expect. The main part of the tumour 
itself was fairly central but the haemorrhage occurred towards the left lateral side of 
the cord, involving the outer part of the spinothalamic tract and so the sensory loss 
spread upwards: this is the only explanation I can give. 

Question: Was the spinal cord well below the level of the lesion perfectly normal? 
Professor Hewer said that it was. 

Dr. Hoffman: I noticed on examination that the muscles of his hands were wasted. 
It is conceivable that some wasting might have occurred before the haemorrhage. ‘The 
upper level of T.1 is the site of the nerve roots supplying the small hand muscles, so 
it is possible that there was just some evidence, if one had been quick enough to realise 
that there was an underlying tumour: Nothing could have been done. 

Question: If you are born with an angioma anywhere, does it grow during life? 

Dr. Campbell: 1 have had one case recently in which five or six angiomata, including 

one on the skin, suddenly began to grow. 

Mr. Cooke: Were they present from birth? 

Dr. Campbell: Yes. 

Professor Hewer: There are a great many varieties of angiomatous malformations 
but they are practically all congenital in origin and they grow with the growth of the 
| body. Subsequent increase in size is often due to haemorrhage within them. 

Question: Were there no other vascular changes in this case? 

Professor Hewer: No, none at all. 

The conclusion was that this was an example of a congenital vascular malformation 
—a hamartoma—of the spinal cord and that bleeding took place gradually over a period 
of some three months, causing a gradual onset of signs and sy mptoms of a cord lesion. 
Eventually a massive haemorrhage caused a haematomyelia but as it did not rupture 
into the subarachnoid space there was no sign in the cerebrospinal fluid. 






















































35s 


a 


News from Societies 


CORNWALL CLINICAL SOCIETY 
(October 1954 to August 1955) 


President: T. M. Banham Esq., M.D., D.L.O. 

Hon. Secretaries: Dr. J. D. Hardy; Dr. T. S. Wilson. 

Hon. Treasurer: Dr. W. L. Stewart. 

The Society had a most successful year. There was a full programme of clinical meetings. 
there being one meeting every month held alternately at the Royal Cornwall Infirmary and the 
Camborne-Redruth Miners’ and General Hospital. 

The following papers were read and cases demonstrated: 

Dr. C. 'T. Andrews: ‘‘Home Care in Diabetes’’. 

Dr. E. R. Hargreaves: ‘‘Epidemiology of Diabetes in Cornwall’’. 

Dr. C. D. R. Pengell: ‘“‘Cirrhosis of the Liver Patent Ductus Arteriosus Case for Diagnosis’, 
Mr. T. E. Rutter: ‘Recent Concepts of Gall Bladder Disease’’. 

Dr. B. A. Gwynne Jenkins: ‘‘Achalasia of the Cardia; Coarctation of the Aorta’ 
Dr. J. A. G. Hair: ‘“‘Radiotherapy”’ 

Dr. T. A. B. Mason: ‘‘Some X-rays of interest’’ 

Dr. W. H. St. John Brooks: ‘‘Some of the Newer Drugs’’ 

Dr. A. E. Tinkler: ‘““V.D. in Cornwall’’ 

Mr. S. R. Adlington: ‘‘Case of Regional Ileitis A. N. Other case’’ 

Dr. J. D. Hardy: “‘A Case of Endocrine Disturbance’’ 

Mr. P. N. Simons: ‘‘Shock in Obstetrics’’ 

The April meeting was amalgamated with the Annual B.M.A. Clinical Meeting. 

The July meeting was entirely clinical in character and 20 cases and other demonstrations 
were presented by the Consultant Staff of the Royal Cornwall Infirmary. This was a particularl 
good meeting. 

The attendance at the meetings was distinctly better than of latter years, averaging 30 to 50 
(Considering, however, that 250 individual notices are sent out, there is clearly room for further 
improvement.) The “‘officials’’ like to think the increased enthusiasm was due to the interesting 
material presented, although possibly the provision of light alcoholic refreshments may have 
had its influence! 

The Society’s dinner and dance in December, at the Hotel Bristol, Newquay, was the first 
event of its kind run by the Society. This “meeting” was very well attended and voted an 
unqualified success by everybody. 


’ 


TORQUAY AND DISTRICT MEDICAL SOCIETY 
1954-55 Session 

The Society’s activities have continued on the same scale as the previous session. Six new 
members have been elected and the total membership is now 130. 

Speakers for the ordinary meetings were as follows: 

Dr. C. A. Boucher: ‘‘ Accidents at Home’’ 

Dr. Stephen Taylor: ‘“The Content of General Practice’’ 

Dr. H. L. Marriott: ‘‘Recent Medical Advances of Practical Importance’’ 

Dr. F. S. W. Brimblecombe: ‘‘Failure to Thrive in Infancy”’ 

Sir George MacRobert: ‘“Tropical Medicine in England in the Air Age’ 

Sir Clement Price-Thomas: ‘‘Cancer of the Lung’’ 

Professor Ian Aird: ‘The Siamese Twin Operation’ 

The average attendance at seven ordinary meetings, including guests, was 45 (36 last year). 

A clinical discussion opened by the President on tuberculosis and its management in this 
part of the country was attended by 26 members. The combined clinical meeting with the 
South-Western Branch of the B.M.A. was held as usual in January; but owing to the severe 
weather only 20 members attended. 

A joint clinical discussion on Oral Sepsis was attended by 15 members of the Dental Societ' 
and 14 members of the Medical Society. The discussion was opened by excellent addresses b! 
two members of each society. 

The annual dinner and dance after the opening meeting was held at the Grand Hotel; 11 
members and guests were present. 

The 1954 summer meeting was held at St. Loyes College Exeter. Seventeen members wert 
present and a most interesting address was followed by a tour of the rehabilitation departments 

The 1955 summer meeting was held before the annual general meeting—it being thought 
that an earlier date might attract more members. It took place at Exminster Hospital where a 
address on certain forms of therapy in mental disease was followed by a tour of the departments 
and gardens. Nineteen members were present. 
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NEWS FROM SOCIETIES 


BRISTOL MEDICO-CHIRURGICAL SOCIETY 


President: Dr. Percy Phillips. 

Hon. Secretary: Dr. B. E. McConnell. 

The full programme has not yet been arranged but the clinical meeting will be at Frenchay 
Hospital on 9th November, and Sir Lionel Whitby will address the Society on “Anaemia of 
Pregnancy”, on 8th February, 1956. 


B.M.A. (Bristol Division) 


Chairman: Dr. L. G. Robertson. 

Hon. Secretaries: Dr. A. S. Anderson and Dr. Sarah Walker. 

""Gaturday, 1st October, dep. 4.45 p.m.: Visit to Wildfowl Trust, Slimbridge, Gloucestershire 
(Coach party). 

Wednesday, 19th October, 8.30 p.m.: Professor J. M. Webster, M.A., B.SC., M.B., CH.B., M.D., 
F.R.C.S., Director of the West Midland Forensic Science Laboratory (Pathologist to the Home 
Office), “Forensic Science”. (B.M.A. Popular Lecture: Members may invite a friend.) 
Main Physics Lecture Theatre, Royal Fort, University of Bristol. 

1986 

Wodniules, 18th January, 8.30 p.m.: Miss E. Ralph, Archivist to City of Bristol, “Old 
Bristol”. (Members may invite a friend.) Main Physics Lecture Theatre, Royal Fort. 

*Wednesday, 16th May, 8.30 p.m.: Annual General Meeting. Small Physics Lecture Theatre, 
Royal Fort. 

*Summer: Social event—for members and friends. ‘To be arranged. 

Wednesday, 20th June, 8.30 p.m.: Clinical meeting. Bristol Royal Infirmary. 

*Friday, 22nd June, 4.0 p.m.: B.M.A. Reception for newly-qualified doctors (Bristol Uni- 
versity) Garden Hall, Royal Fort, Bristol. 


* Provisional dates. 


WEST OF ENGLAND CHILD HEALTH GROUP 

Chairman: Dr. Greta Hartley. 

Hon. Secretary: Dr. R. C. Wofinden. 

Friday, 23rd September, 8.30 p.m.: Dr. Beryl Corner, F.R.c.p., Consultant Paediatrician, 
“ Paediatrics in the U.S.A.”. Small Physics Lecture Theatre, Royal Fort. 

Friday, 14th October, 8.15 p.m.: Members of the staff of the Children’s Hospital, Clinical 
meeting. Out-Patient Dept., Children’s Hospital. 

Thursday, roth November, 5.30 p.m.: R. E. Horton, M.B.E., F.R.c.S., Department of Surgery, 
University of Bristol, “The present status and future of intracardiac surgery”. Small 
Physics Lecture Theatre, Royal Fort. 

December (date to be announced later), 8.30 p.m.: W. Hobson, B.sc., M.D., D.P.H., Professor 
of Social and Industrial Medicine, University of Sheffield, “Congenital Defects”. Small 
Physics Lecture Theatre, Royal Fort. 

Thursday, 12th January, 8.30 p.m. Mrs. Janet Bodman, William Budd Health Centre; 
Mrs. Veronica Hope, Child Guidance Clinic; Miss Irene Westmacott, Children’s Hospital; 


| “Psychiatric Social Work in the field of Child Health”. Out-Patient Dept., Children’s 


Hospital. 

Wednesday, 29th February, 5.30 p.m.: Dr. I. R. Gordon, Senior M.O., M. and C.W. Services, 
County of Somerset, “Rural Problems in Child Health”. Out-Patient Dept., Children’s 
Hospital. 

Thursday, 29th March, 8.30 p.m.: H. Paul, M.D., B.cH., D.p.H., Medical Officer of Health, 
County Borough of Smethwick. Subject to be announced later. Small Physics Lecture Theatre, 
Royal Fort. 

Friday, 27th April, 8.30 p.m.: Dr. W. Lumsden Walker, Medical Superintendent, Hortham 
Hospital; Dr. H. Temple Phillips, Chief Assistant M.O., Health Department, “Some Problems 
in Mental Deficiency”. Small Physics Lecture Theatre, Royal Fort. 

May, Friday afternoon (date to be announced later): Field visit to Avonmouth Docks. (Limited 
numbers. ) 


BRISTOL SOUTH MEDICAL GROUP 


Hon. Secretary: Dr. D. M. Cameron. 

The Group meets on the first Sunday of the month from October to May in the Board Room 
of the Bristol General Hospital at 8.0 p.m. for discussions on clinical and medico-political 
matters. 


BRISTOL NORTH-WEST GROUP 
Hon. Secretary: Dr. Maxwell. 


This Group has been formed by the amalgamation of the Westbury and Gloucester Road 
Groups. 
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224 NEWS FROM SOCIETIES 


BATH CLINICAL SOCIETY 
President: Dr. H. Gibson. 
Hon. Secretary: Dr. D. W. Pugh. 
At the October meeting there will be a combined discussion on “Brucellosis”, of whic} 
disease there has been an outbreak in Wiltshire. At the meeting in November clinical cay 
will be shown. 


B.M.A. GLOUCESTERSHIRE BRANCH 


President: Dr. H. S. K. Lowry. 

Hon. Secretaries: Dr. E. W. Hyde, Dr. R. H. Ellis. 

October: Presidential address by Dr. H. S. K. Lowry. 

November: Clinical meeting at Cheltenham General Hospital. 

December: B.M.A. lecture by Dr. E. A. Bennett on Medical Hypnotism. 

January: Meeting at the New Health Centre in Cheltenham with a discussion on its w: 
February: Paper by Dr. G. R. Fearnley: “The Management of the Rheumatoid C fe 
March: to be arranged. 

April: Clinical meeting at Gloucestershire Royal Infirmary. 


May: Annual general meeting and a Paper on a Dermatological Subject by Dr. R. E. Bowers 


THE DEVON AND EXETER MEDICO-CHIRURGICAL SOCIETY 

President: Dr. Ronald S. Coldrey. 

Hon. Secretary: Dr. Charles Seward. 
1955 

20th October, at 8.15 p.m.: Presidential address by Dr. Ronald Coldrey, “The Changing 
Pattern”. 

1oth November, 4.15 p.m.: A combined meeting with B.M.A. Commencing with tea a 
3.45 p.m. Dr. J. H. Sheldon, F.r.c.p., President of International Assn. of Gerontology, ‘Some 
Problems of Old Age’’. (South-Western Dinner.) 

1st December, 8.15 p.m.: Clinico-pathological demonstration. 

29th December, 8.15 p.m.: H. Dendy Moore, Esq., F.R.c.s., ““The use of the radio-opaque 
medium Diodone in Surgical Diagnosis and Treatment’’. 
1956 

19th January, 3.30 p.m.; Clinical Meeting. Commencing with Tea. 

16th February, 8.15 p.m.: Dr. Edward Cullinan, F.r.c.p., “The Diagnosis of Jaundice”. 

8th March, 8.15 p.m.: Clinico-pathological demonstration. 

22nd March, 8.15 p.m.: Symposium—‘“‘The Church and Medicine”. Principal Speakers 
The Bishop of Crediton and Dr. L. N. Jackson, M.c. 

Saturday, 21st April, 2.30 p.m.: Clinical meeting at the Princess Elizabeth Orthopaed 
Hospital, concluding with tea. 


TORQUAY AND DISTRICT MEDICAL SOCIETY 
1955 
27th October: Opening ae Dinner and dance. Guest speaker: Sir John Charles. 
1oth November: Dr. J. E. Cates, “Advances in Theraputics”’. 
*24th November: Combined Clinical Meeting with B.M.A. 


8th December: Prof. S. B. Bedson, “Viruses, and some Diseases they cause in man”. 


1956 
26th January: Mr. D. C. Bodenham, “Some Problems of Burn Injuries”’. 
goth February: Dr. R. Sessions Hodges, ‘“Electro-encephalography”. 
*8th March: Clinical Discussion. Opened by Mr. J. MacPherson. 


29th March: Dr. C. A. H. Watts, “A Study of Depressive States in General Practice”. 


26th April: Prof. J. M. McMichael, “Some After-thoughts on Cardiac Surgery”. 
*24th May: Annual general meeting. 


All ordinary Meetings are held at the Torbay Hospital at 8.30 p.m. Opening meeting it 


4.0 p.m. 
* Time and Place to be settled later. 
WEST PENWITH MEDICAL SOCIETY 
President: Dr. L. P. Lockhart. 
Hon. Secretary: Dr. D. E. Truscott. 


Meetings are held on the third Thursday in each month and are devoted alternately to clinica! 


cases and the reading of papers. 
The annual dinner of the Society will be held at the Porthminster Hotel, St. Ives, on 2St 
October, 1955. 


SOUTH SOMERSET MEDICAL CLUB 
Hon. Secretary: Dr. P. P. Fox, Public Health Dept., Preston Road, Yeovil. 
1955 
September: Talk by Prof. Neale on “Paediatricians’ Problems Met in General Practice”. 
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NEWS FROM SOCIETIES 


November: Annual general meeting and a discussion on Immunization. 
1956 

January: Dinner and dance. 

March and July Meetings: details have not yet been settled. 


PLYMOUTH MEDICAL SOCIETY 


President: Dr. L. O. Lindsay. 

Hon. Secretary: Dr. J. W. M. Owen. 
IY55 

Node. 14th October, 8.30 p.m.: Dr. Michael Ward, “‘Ascent of Everest’. 

Wednesday, 19th October: Annual dinner and dance. 

Friday, 28th October: Clinical evening. 

Friday, 4th November: Film, ““A Two-Year-Old goes to Hospital’”’. Discussion, introduced 
by Dr. Jolly. 

"Friday, 18th November: Prof. J. M. Webster, c.B.£., M.D., F.R.C.S. (ED.), “A General Review 
of the History of Forensic Science’”’. 

Friday, 2nd December: Prof. D. W. Smithers, M.D., M.R.c.P., “Clinical Cancer Research”’. 

Friday, 16th December: Clinical evening. 
1956 

Friday, 20th January: Dilwyn M. G. Thomas, Esq., F.R.c.s., “Surgery of Primary Intra- 
thoracic Tuberculosis”. 

Friday, 3rd February: Clinical evening at the Royal Naval Hospital by courtesy of Surgeon 
Rear-Admiral A. A. Pomfret, 0.B.E., Q.H.S. 

Friday, 17th February: Prof. R. A. McCance, F.r.s., “Food for Adventure”. 

Friday, 2nd March: “Any Questions”, a medical programme. 

Wednesday, 14th March, 2.30 p.m.: Visit to Mount Gold Orthopaedic Hospital. 


UNIVERSITY OF BRISTOL 

1955 

16th October, 10.30 a.m.: Mr. W. G. MacGregor, Professor G. Gordon I.ennon, Mr. Ashton 
Miller, Dr. R. J. Irving-Bell, Dr. F. N. Boxall; Bristol Royal Infirmary: Dept. of Medicine. 
“Infertility”’. 

23rd October, 10.30 a.m.: Mr. A. L. Eyre-Brook, ““Minor Ailments of the Foot’. Bristol 
Royal Infirmary: Dept. of Surgery. 

30th October, 10.30 a.m.: Professor A. V. Neale, Clinical Round. Children’s Hospital. 

6th November, 10.30 a.m.: Mr. J. Angell James, “Catarrh”. Bristol Royal Infirmary: 
Dept. of Surgery. 

13th November, 10.30 a.m.: Mr. D. C. Bodenham, “Prevention and Treatment of Burns 
in the Home’”’. Bristol Royal Infirmary: Dept. of Surgery. 

20th November, 10.30 a.m.: Dr. T. G. Faulkner Hudson, “Some New Hazards at Work’’. 
Bristol Royal Infirmary: Dept. of Medicine. 

27th November, 10.30 a.m.: Dr. Beryl Corner, Clinical Round. Children’s Hospital. 


Annotations 


HEALTH CLINICS IN BRISTOL 


Under the inspiring guidance of Dr. R. H. Parry, Medical Officer of Health, Bristol has had 
for many years a proud and impressive record for providing health clinics. Many of our readers 
vill be familiar with, indeed probably will have worked in, the pre-war buildings at Southmead, 
Tower Hill, Speedwell, Portway and Bedminster. 

Some ten years ago, Dr. Parry produced a plan (accepted in principle by the Health Committee 
and City Council) providing for a network of clinics to serve all areas of the City and to ensure 
that no mother would have to travel further than half a mile to the nearest centre. Post-war 
developments of new housing estates on the periphery of the City have led to some modification 
of the overall plan but its main provisions are being implemented steadily. 

In the post-war years new clinics have been established at Frenchay Hospital (jointly with 
the Hospital Management Committee), on the Lawrence Weston housing estate, at Brooklea 
(St. Anne’s Park district), in Knowle (William Budd Health centre) and at Granby House 
(Bedminster district). 

The Charlotte Keel clinic, a two-storied building of substantial proportions, is nearing com- 
pletion. This clinic will serve the Lower Ashley Road—Stapleton Road area and it is hoped 
that the Minister of Health will be present at the official opening towards the end of the year. 

The Hartcliffe estate will also soon have its own clinic for Ministry approval has now been 
“iven for building to start. Henbury and Brentry clinic has been approved in principle and 
building is likely to be started before the end of the year. 


a 


Wa. 





226 NOTES AND NEWS 


This programme will be of great interest to the many Bristol general medical practitione; 
who do their ante-natal work in the Health Department’s clinics. ‘There can be little doyb; 
that this policy of providing first-class health services readily available to the people is contr}. 
buting to Bristol’s remarkably low infant mortality rate of 20 per 1,000 live births. 


RE-ARRANGEMENTS OF THE HEALTH VISITOR SERVICE FOR THE AGED 


AND CHRONIC SICK sien 


B.S.(LO 

Hitherto applications for the services of the specialized health visitor to help with the aged} Pawson, 

and chronic sick have been made to the Central Health Clinic. Owing to rapid expansion ;; L.R.C.P 

has become necessary to de-centralize this work. As from 1st August, 1955, the city will } (MANCI 

divided into four divisions for this purpose, each division being based at one of the main healt! SS CEANAN 

clinics. FREE} si 
In future, applications relating to patients living in a particular area should be made to th we 

sear ace se Bae re (LOND. 
nearest divisional health clinic as indicated below: ae 

(1) Central Clinic, Specialized health visitor: Sister Sheen, Tel. 2-6602. GANGULI 
Tower Hill, The Central Clinic will cover St. Jude’s, St. James’, St. Agnes B.S. (C. 
Bristol 2. St. Paul’s, St. Werburgh’s, Baptist Mills, Hotwells, Clifton D.M.R.! 

Wood, Montpelier, Lower Easton, Lower Whitehall, Barton D.M.R. 
Hill, Lawrence Hill, Newtown and Stapleton Road (belo, 
the traffic lights). 

(2) Southmead Clinic, Clinic Sister: Sister E. Jones, Tel. 62-6414 BURROW 
Monks Park Avenue, Specialized health visitor: Sister Newns. B.CH. | 
Southmead. This clinic will cover Avonmouth, Lawrence Weston, Henbur a . es 

Shirehampton, Sea Mills, Southmead, Horfield, Lockleaz a iia 
Bishopston, St. Andrews, Redland, Clifton and Cotham. Denieee 

(3) Speedwell Clinic, Clinic Sister: Sister Humber, Tel. 7-3194. L.R.C.I 
Whitefield Road, Specialized Health Visitor: Sister Aplin. (OXON 
Bristol 5. This clinic will cover Brislington, St. Anne’s, St. Anne’s Par! 

Stapleton, Frenchay, Frenchay Park, Eastville, Upper lastor ELLISON 
Greenbank, St. George, Crews Hole, Redfield, Speedwe CH.B. 
Fishponds and St. Philip’s Marsh. (EDIN. 

(4) Bedminster Clinic, Clinic Sister: Sister Tacker, Tel. 6-3798. WHITE, 
Wedmore Vale, Specialized health visitor: Sister Harris. M.B., 
Bristol 3. This clinic will cover Totterdown, Knowle, Hengrove, Whit- L.R.C. 


church, Knowle West, Hartcliffe, Withywood, Highridg 


Bishopsworth, Bedminster Down, Bedminster, Southvill Hopcso 


Ashton and Redcliff. (SYDN 
F.R.C. 
Telephone calls and written applications should be made to the appropriate Clinic Sister. BisHTO! 
CH.B. 
M.D. (B 
Notes and News 

Mr. Ashton Miller and Mr. J. H. Peacock have been appointed Hunterian Professors of t! LEIGH, 
Royal College of Surgeons, 1955-56. (BRIS' 

Professor C. Bruce Perry has gone to the United States under the auspices of the Rockefelle: 
Foundation to study methods of medical education. 

A series of Lecture-Demonstrations for general practitioners has been arranged and w 
commence on 16th October. 

The Long Fox Memorial Lecture will be delivered in the large Lecture Theatre at the Roy: RoBINS 
Fort at 8.15 p.m. on Tuesday, 25th October, by Professor C. W. Ottaway, PH.D., F.R.C.V.S., 0! M.B., 
“Art and Equine Anatomy”. (ENG 

Mr. G. J. Hadfield has returned to the department of Surgery i in the Bristol Royal Infirmar 
after a year’s study leave as a B.E.C.C. Travelling Fellow in the United States. His exhil BURKE 
on the growth of human breast cancer in animal hosts gained a first prize in the Scientif (N.U. 
Section of the A.M.A. meeting this summer. 

e PARKES 
Appointments LR 
UNITED BRISTOL HOSPITALS — 


Name Appointment Formerly (DUR 
MILLS, C.P., M.B., F.R.C.S. Senior Registrar, E.N.T. Registrar, E.N.T. (LON 
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APPOINTMENTS 





SOUTH-WESTERN REGIONAL HOSPITAL BOARD 


Name 


PHILLIPS, L. A., M.B., 
B.S.(LOND.). 

DAWSON, L., M.R.C.S., 
L.R.C.P., M.B., CH.B. 
(MANCHESTER). 

FREEMAN, J., M.R.C.S., 
L.R.C.P., M.B., B.S. 
(LOND.), F.R.C.S. (ENG.), 
D.L.O. 

GANGULI, P., M.B., 

B.S. (CALCUTTA), 
D.M.R.D. (LIVERPOOL), 
D.M.R.T. (LIVERPOOL). 


Name 
BURROWS, W. L. ., M.B., 
B.CH. (BELFAST), M.D., 
M.R.C.P. 


PINCHING, J., M.R.C.S., 
L.R.C.P., B.M., B.CH. 


(OXON), M.R.C.P. (LOND). 


ELLISON, D. J., M.B., 
CH.B. (EDIN.), M.R.C.P. 
(EDIN.). 

WHITE, R. H. R., M.A., 
M.B., B.CHIR., M.R.C.S., 
L.R.C.P., D.C.H., M.R.C.P. 


HODGSON, J. H., M.B., B.S., 
(SYDNEY), PRIMARY 
F.R.C.S. (ENG.). 

BISHTON, R. L., M.B., 
CH.B. (BIRMINGHAM), 

M.D. (BIRMINGHAM). 


Name 


LEIGH, H. I., M.B., C.H.B. 
(BRISTOL). 


Name 


ROBINS, R. H. C., M.A., 
M.B., B.CHIR., F.R.C.S. 
(ENG.). 


BURKE, N. F., M.B., B.CH. 
(N.U.I.). 


PARKES, J., M.R.C.S., 
L.R.C.P., M.A., M.B., 


B.CHIR., M.R.C.P. (LOND.). 


REID, A. A., M.B., B.S. 
(DURHAM), M.R.C.P. 
(LOND.), D.P.M. 


July to September 1955 


BRISTOL 
Appointment 


Anaesthetic Registrar, Southmead 


Hospital, Bristol. 


Registrar in Chest Diseases, 


Bristol Chest Clinic and 
Associated Hospitals. 


Consultant E.N.T. Surgeon, 


United Bristol Hospitals (Joint 
appointment with the South 
Western R.H.B.). 


Senior Registrar in Radio- 


diagnosis, Southmead and 
Frenchay Hospitals, Bristol. 


BATH 
Appointment 


Re-appointed for further year as 


Clinical Assistant in General 
Medicine, Royal United 
Hospital (1 session). 


Re-appointed for further year as 


Clinical Assistant in General 
Medicine, Royal United 
Hospital (1 session). 


Appointed for one year as Clinical 


Assistant in General Medicine, 


Royal United Hospital (1 session). 
Medical Registrar, St. Martin’s 


Hospital and Royal National 


Hospital for Rheumatic Diseases, 


Bath. 


Surgical Registrar, Bath Group of 


Hospitals. 


Consultant Pathologist to the Bath 


Clinical Area. 


SOUTH SOMERSET 
Appointment 


Surgical Registrar, Taunton and 


Somerset Hospital, Taunton. 


DEVON AND CORNWALL 


Appointment 


Senior Orthopaedic Registrar, 


Princess Elizabeth Orthopaedic 
Hospital, Exeter (from 1st 
January, 1956). 


Orthopaedic Registrar, Mount 


Gold Orthopaedic Hospital, 
Plymouth. 


Appointed for one year as Clinical 
Assistant in Paediatrics, Torbay 


Hospital and Rosehill Children’s 


Hospital, Torquay (2 sessions). 


Senior Psychiatric Registrar, 
Moorhaven Hospital, Ivybridge. 





Formerly 
S.H.O. Anaesthetist, South- 
mead Hospital, Bristol. 
Medical Registrar, Papworth 
Hospital. 


Senior Registrar to the E.N.T. 
Department, United Bristol 
Hospitals. 


Radiologist-in-Charge, 
Colonial Hospital, Port of 
Spain, Trinidad. 


Formerly 
Is in general practice in 
Corsham. 


Is in general practice in 


Wells. 


Is in general practice in 
Melksham. 


S.H.O. in Medicine, United 
Bristol Hispotals. 


S.H.O., Wingfield-Morris 
Orthopaedic Hospital, 
Oxford. 

Lecturer in Pathology, 
University of Bristol. 


Formerly 
Registrar to the Department 
of Neurological Surgery, 
Frenchay Hospital. 


Formerly 
Registrar, Accident Service, 
Radcliffe Infirmary, 
Oxford. 


S.H.O. in Casualty Depart- 
ment, South Devon and 
East Cornwall Hospital, 
Plymouth. 

Is in general practice in 
Torquay. 


Clinical Research appoint- 
ment at St. Thomas’s 
Hospital, London. 
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NEW BOOKS 
AND 
EDITIONS 


Bailliére, 
Tindall and Cox 


The Diagnosis and Management of 
Urological Cases 

by Bruce W. T. Pender, M.B., B.S., F.R.C.S. and James O. Robinson, M.A., 
M.Chir., F.R.C.S. 

A book of great practical value, dealing mainly with problems of investi- 
gation, pre-operative and post-operative management. 

for November publication. xii x 212 pages, 48 drawings. Price 21s. postage Is. 


Handbook of Medical Hypnosis 


5» Gordon Ambrose, L.M.S.S.A. and George Newbold, M.B., B.S., M.R.C.S., 
MM.S:As DIC OG., DCA. 

A general introduction for students and general practitioners which gives 
a balanced picture of the place of hypnotherapy in contemporary medical 
practice and describes many cases which can safely and profitably be treated 
by the general practioner. 

for November publication. xvi+-256 pages. Price 21s. postage Is. 


Diagnosis and Treatment of the Acute Phase 
of Poliomyelitis and its complications 

Edited by Albert G. Bower, M.D., F.A.C.P., Clinic Professor of Medicine, 
University of Southern California. 

Investigations based on 17,000 cases, discussed by fourteen expert con- 
tributors. ‘This is a most instructive and important book. It can be highly 
recommended to all who have a part to play in the treatment of acute polio- 
myelitis.” British Medical Journal. 

viii+258 pages. Price 50s. postage Is. 


Thoracic Surgical Management 


by J. R. Belcher, M.S., F.R.C.S., and I. W. B. Grant, M.B., F.R.C.P. 
‘The authors have provided a work which is full of commonsense. It is the 
only book which gives details and guidance on the management of thoracic 
surgical cases. The Lancet 

Second edition. xii 216 pages, 78 drawings. Price 21s. postage 8d. 
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